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3 Re: New Nonsteroid | Chemotherapy of 


RHEUMATOID ARTHRITIS 


Dear Doctor: 


The “ideal” drug for rheumatoid arthritis would be “...one that 
is effective in the majority of those afflicted, and of such 

low toxicity that it can be given, in an effective dosage, for as 
many years as may be necessary to control the 

disease process in any given patient.’” 


The two drugs that currently come closest to the definition of 
“ideal” are aspirin and Plaquenil®. The outstanding safety 

of aspirin and its effectiveness in the treatment of persons with 
rheumatoid arthritis have been firmly established for 

decades. Recent clinical studies, extending over periods of 
from one to five years, have demonstrated that Plaquenil 
inhibits rheumatoid disease in the majority of patients’ and 
that it is“... the least toxic of its class...’” 


PLANOLAR* is a combination of Plaquenil and aspirin; each 
tablet contains 60 mg. of Plaquenil sulfate and 300 mg. (5 grains) 
of aspirin. An average initial dosage of 2 PLANOLAR tablets 
two or three times daily produces prompt relief of pain and 
discomfort in the majority of patients while initiating effective 
long-term therapy of the rheumatoid arthritic process. 


Our PLANOLAR brochure contains a complete report 
of clinical experience and side effects as well as more 
detailed information on dosage. May we send you a copy? 


Sincerely yours, 
WINTHROP LABORATORIES 


1. Bagnall, A. W.: Antimalcria! compounds in rheumatoid disease, 
Conod. M.A.J. 82:1167, June 4, 1960. 


2. Cornbleet, Theodore: Discoid lupus erythematosus treoted with 
Plaquenil, A.M.A. Arch. Dermot. 73:572, June, 1956, 


*Plonolar, trademark 


Plaquenil (brand of hydroxychloroquine), 
trademark reg. U.S. Pat. Off, 
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A Sanitarium for Rest Under Medical Supervision, and Treatment of Nervous 

and Mental Diseases, Alcoholism and Drug Addiction. 

The Pinebluff Sanitarium is situated in the sandhills of North Carolina in a 60-acre 
park of longleaf pines. It is located on U. S. Route 1, six miles south of Pinehurst and 
Southern Pines. This section is unexcelled for its healthful climate. 

Ample facilities are afforded for recreational and occupational therapy, particularly 
out-of-doors. 

Special stress is laid on psychotherapy. An effort is made to help the patient arrive at an 
understanding of his problems and by adjustment to his personality difficulties or modifica- 
tion of personality traits to effect a cure or improvement in the disease. Two resident 
physicians and a limited number of patients afford individual treatment in each case. 


For further information write: 


The Pinebluff Sanitarium, Pinebluff, N. C. 


Malcolm D. Kemp, M. D. Medical Director 


These Welch Allyn rechargeable handles are 
ALWAYS FULLY CHARGED 


in your 
office 


Always fully charged in office 

use. Place handles in charger 

when not in use and they re- 
WE L¢CH charge automatically. Can‘t 

overcharge. Charger only 
ALLYN 72” x 4”, plugs into 110 V. 

AC outlet. No. 712, 2 re- 
chargeable handles and desk 
type charger, $60.00. Wall 
bracket available. 


Skaneateles Falls, N. Y. 


Distributors of KNOWN BRANDS of PROVEN QUALITY 


WINCHESTER 


“CAROLINAS’ HOUSE OF SERVICE” 
Winchester Surgical Supply Company Winchester - Ritch Surgical Company 
119 East 7th St. Charlotte, N. C. 421 West Smith St. Greensboro, N. C. 
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NEW UNEXCELLED TASTE <& 


*Raldrate 


SYRUP OF CHLORAL HYDRATE 


NEW RALDRATE NOW SOLVES THE PROBLEM 
OF TASTE RESISTANCE TO CHLORAL-HYDRATE 


10 Grains (U.S.P. Dose) of palatable lime flavored 


chloral-hydrate syrup in each teaspoonful 


RAPID SEDATION WITHOUT HANGOVER 
JONES and VAUGHAN, Inc. ricumonpn 2e. va. 
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SUCCESSFUL FAMILY 
PLANNING...BASED ON 
YOUR COUNSEL AND 


LANESTA GEL 


Every young couple about to be married needs advice of all sorts, and they'll get it, too — from every- 
body — some good, some bad. But some of the most valuable counsel they can get — help in planning 
their own family — comes best from you. Their family happiness for many years can depend on what 
you suggest to them, including your recommendation for the use of Lanesta Gel. 


Lanesta Gel, with or without a diaphragm, is a most effective means of conception control. Lanesta Gel 
offers faster spermicidal action because it rapidly diffuses into the seminal clot. In fact, Gamble 
(“Spermicidal Times of Commercial Contraceptive Materials — 1959”*) found the mean diffusion 
spermicidal time of Lanesta Gel to be three to seven times faster than the mean diffusion times of ten 
leading commercially available contraceptive creams, gels, or jellies. 


Lanesta Gel has complete esthetic acceptance and is well tolerated. *cambic,c. P.: Am. Pract. & Digest. Trest, 11:852 (Oct.) 1960. 


A PRODUCT OF LANTEEN® RESEARCH ~@ifiige Distributed by 
Supplied by Esta Medical Laboratories, Inc., Alliance, Ohio BREON LABORATORIES INC., New York 18, N. Y. 
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When the evidence indicates smooth muscle spasm. 


good judgment can render it “null and void” i 
by a ruling in favor of 7 
dependable autonomic sedation 


DONNATAL 


Capsule or tsp. In each 

Rgbins Hyoscyamine sulfate 0.1037 mg. 0.3111 mg. 

Natural belladonna alkaloids in optimal synergistic ratio, plus phenobarbital . Atropine sulfate 0.0194 mg. 0.0582 mg. 
Hyoscine hydrobromide 0.0065 mg. 0.0195 mg. 


A. H. ROBINS CO., INC., Richmond 20, Virginia Phenobarita: (Ya 16.2 mg. (34 gr.) 48.6 mg. 


; 
In each Tablet, 
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painful skeletal muscle spasm 


ROBAXIN 


INJECTABLE ano TABLETS Methocarbamol Robins U.S. Pat. No. 2770649 


Relaxation — obtained within minutes with Rosaxin Injectable. 
— maintained without drowsiness with Rospaxin Tablets. 


Nine published studies show: 
Beneficial results in 90° of cases of skeletal muscle spasm with ROBAXIN. 


Clinical responses to RoBAXIN therapy, as reported by investigators: 

“marked” in 26 out of 33 patients, moderate in 6... “pronounced” in 37 out of 58 
patients, moderate in 20...° “good” in 25 out of 38 patients, moderate in 6...° 
“excellent” in 14 out of 17 patients, moderate in 2..." “significant” in 27 out of 30 
patients ...° “gratifying” in 55 out of 60 patients ...° “effective” in 32 out of 32 
patients..." “marked” in 27 out of 46 patients, moderate in 6...‘ “good” in 57 out 
of 60 patients, moderate in 3.'° 


RoBAxIN exhibits “great freedom from undesired side reactions,”* does not pro- 
duce “concomitant euphoria or partial anesthesia,”'’ and permits patients to retain 


concentration and awareness.” 


For immediate relaxation of acute skeletal muscle spasm: 
aaa or —each ampul containing 1.0 Gm. of methocarbamol in 
Robaxin Inje ( table 10 cc. of sterile solution. 


For initiating therapy or maintaining relaxation induced by Robaxtn Injectable: 


Robaxin’ Tablets —0.5 Gm. (white, scored) in bottles of 50 and 500. 
Also available: When pain and spasm require concurrent analgesic and relaxant action: 
Robaxisal” Tablets —Robaxin with Aspirin 
—and for skeletal muscle relaxation with more comprehensive analgesia: 
Robaxisal ... PH —Robaxin with Phenaphen® 


Literature available to physicians on request. 


REFERBNCES: 1. Carpenter, E. B.: Southern M.J, 51:627, 1958. 2. Forsyth, H. F., J.A.M.A. 167:163, 1958. 3. Hudgins, 
A, P.: Clin. Med. 6:2321, 1959, 4. Grisolia, A., and Thomson, J. E. M.: Clin. Orthopaedics 13:299, 1959. 5. Lewis, W. B.: 
California Med. 90:26, 1959. 6. O'Doherty, D. S., and Shields, C. D.: J.A.M.A. 167:160, 1958. 7. Park, H. W.: J.A.M.A. 
167 :168, 1958. 8. Plumb, C. S.: Journal-Lancet 78:531, 1958. 9. Poppen, J. L., and Flanagan, M. E.: J.A.M.A. 171:298, 
1959. 10. Schaubel, H. J.: Orthopedics 1:274, 1959. 


A. H. ROBINS CO., INC., Richmond 20, Virginia 
Making today’s medicines with integrity ... seeking tomorrow’s with persistence 
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CONSISTENTLY SUCCESSFUL RELIEVING 
DRY, ITCHY SKIN 


H.J.: 
UDY1 Spoor, \ 
J.M. 58 :8292, 1958. 
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i instance... 
ractically every ins 
patients experienced 
from dryness and pruritus. 


satisfacto 


comments: 


STUDY 
b 
Western Med. 1 


Satisfactory results in 94% Of cases 
comments: 


Sardo “reduced 
itching, irritatj 
discomfort od 


inflammation, 
on, and other 


SARDO IN THE BATH releases millions of microfine water-miscible globules* which 
act to (a) lubricate and soften skin, (b) replenish natural emollient oil, (c) prevent 
excessive evaporation of essential moisture. 


Patients appreciate pleasant, convenient SARDO. 
Non-sticky, non-sensitizing, economical. Bottles of 4, 8 and 16 oz. 


for samples and literature, please write... om 
SARDEAU, INC. 75 East 55th Street, New York 22, N. Y.*Patent Pending, T.M. © 1961 
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yeni a lot of satisfaction in pointing out some- 
thing good to a friend. That’s why it sometimes 
happens that one cigarette out of a pack of Dual Filter 
Tareytons never does get smoked. 
People open it to show its remarkable Dual Filter 
containing Activated Charcoal. They may not know 
why it works so well, but they do know this: it brings 
out the best taste of the best tobaccos. Yes, Tareyton ies 
delivers the flavor . . . and the Dual Filter does it! i pS 
Try a pack of Dual Filter Tareyton. We believe the Lock 
extra pleasure they bring will soon have you passing 
the good word to your friends. 


Tareyton delivers the flavor... 
DUAL FILTER DOES IT! 
HERE’S HOW: 1. It combines a 
unique inner filter of ACTIVATED 
CHARCOAL ... definitely proved to 
make the taste of a cigarette mild and 
smooth... 

2. with a pure white outer filter. To- 
gether they select and balance the 
flavor elements in the smoke. Tareyton’s 
flavor-balance gives you the best 
taste of the best tobaccos. 


© A. T. Co. 
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Talking on the radio-telephone is 
Homer ‘‘Bud” Jackson, both a scientist 
and a hard-working buyer for a company 
processing Florida oranges into frozen 
juice concentrate. 

He has just made a decision that’s 
important to you. He has analyzed some 
sample oranges from the grove in the 
background and found that they have 
the optimal amount of sugar, of acid, 


Why Homer Jackson’s work is important to you... 


and are of the proper texture. (Testing 
for vitamin C comes later.) Homer 
Jackson knows that these oranges are of 
a quality to meet the exacting regula- 
tions required by the Florida Citrus 
Commission. 

These standards for quality in citrus 
products are the highest in the world. 
This is important to you and your pa- 
tients because juice made from the best 


©Florida Citrus Commission, Lakeland, Florida 


oranges will be nutritionally best for 
your patients. It will contain abundant 
amounts of vitamin C and rich, natural 
fruit sugars. 


It’s good nutrition to encourage peo- 
ple to drink orange juice. It makes good 
sense to persuade them to drink orange 
juice that you know tastes good, has the 
right sugar-acid ratio, and is packed full 
of nutritionally important vitamin C. 


Each PHENAPHEN capsule contains: 
Acetylsalicylic acid (2% gr.)...... 162 mg. 


Phenacetin (3 gr.) ...........sccsecees 194 mg. 
Phenobarbital (4 16.2 mg. 
Hyoscyamine sulfate .................. 0.031 mg. 


1. Meyers, G. B.: Ind. Med. & Surg. 26:3, 1957. 2. Murray, 
R. J.: N. ¥. St. J. Med. 53:1867, 1953. 


e More satisfactory than “the usual analgesic compounds” for relieving pain and anxiety.' 
e More effective than a standard A.P.C. preparation for relief of moderate to severe pain.’ 


sedative- 
enhanced 
analgesia 


Also available: 

PHENAPHEN with CODEINE PHOSPHATE 
Y% GR. (16.2 mg.) Phenaphen No. 2 

PHENAPHEN with CODEINE PHOSPHATE 
Y% GR. (32.4 mg.) Phenaphen No. 3 

PHENAPHEN with CODEINE PHOSPHATE 
1 GR. (64.8 mg.) Phenaphen No. 4 

Bottles of 100 and 500 capsules. 


A. H. ROBINS Co., INC., RICHMOND 20, VIRGINIA nt 
Making today’s medicines with integrity ...seeking tomorrow’s with persistence. Fe 
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PROTECTION IN 


ANGINA 
PECTORIS 


ANTORA... 


PROVIDES 10-12 HOURS 
GRADUAL RELEASE .. . 


Timed Disintegration Capsules, containing 30 mg. 
Pentaerythritol Tetranitrate . . . a clinically proven 
dosage form. For assured 24 hour control, administer 
one Antora capsule before breakfast and one before 
evening meal. ANTORA REDUCES NITROGLYCERIN RE- 
QUIREMENTS . . . IMPROVES EKG TRACINGS .. . 
PROVIDES BETTER EXERCISE TOLERANCE . . . REDUCES 
NUMBER AND SEVERITY OF ATTACKS. Administer with 
caution in glaucoma. 


FOR THE UNDULY 
APPREHENSIVE PATIENT . . . 


ANTORA-B... 


Timed Disintegration Capsules, containing 30 mg. 
Pentaerythrito! Tetranitrate plus 50 mg. Secobarituric 
Acid. Medication is released over 10 to 12 hours with 
fewer side effects and less “hangover” than the long- 
er acting barbiturates. As with Antora, capsules are 
administered only twice daily instead of the usual 
8 to 12 tablets. Administer with caution in glaucoma. 


REFER TO Supplied: Bottles of 60 and 250. 
PDR Literature and clinical samples 
available. 
PAGE 643 


PHARMACEUTICALS 
1042 WESTSIDE DRIVE 
GREENSBORO, NORTH CAROLINA 
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Bed of Digitalis purpurea 
with Campanula (Canterbury Bells) in foreground 


Not far from here are manufactured 
from the powdered leaf 
Pil. Digitalis (Davies, Rose) 
0.1 Gram (14% grains) or 1 U.S.P. Digitalis Unit. 
They are physiologically standardized, 
with an expiration date on each package. 
Being Digitalis in its completeness, 
this preparation comprises the 
entire therapeutic value of the drug. 
It provides the physician with a safe and effective 
means of digitalizing the cardiac patient 
and of maintaining the necessary saturation. 
Security lies in prescribing the 
“original bottle of 35 pills, Davies, Rose.” 


Clinical samples and literature sent to physicians on request 


Davies, Rose &..Co., Ltd. Boston 18, Mass. 
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“the G-I tract 


is the 
barometer 


of the mind...” 


Belbarb 

soothes the agitated mind 
and calms the G-I spasm 
through the central effect 
of phenobarbital and the 
synergistic action of 
fixed proportions 

of natural belladonna 
alkaloids on the 


gastrointestinal tract. 


BARB 


SEDATIVE ANTISPASMODIC 


Stormy 


Belbarb No. 1; Belbarb No. 2; Belbarb Elixir; Belbarb-B 


CHARLES yD: COMPANY, Richmond, Virginia 


20 years of clinical satisfaction 
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For the build-up in convalescence 
ANNOUNCING 


SURBEX-T 


Therapeutic dosage of B-Complex 
plus 500 mg. of Vitamin C 


Unsurpassed stability. As coatings are applied 
without water, deterioration due to moisture is 
virtually eliminated. Stability is enhanced; po- 
tency is protected. Easier, more pleasant to 
take. SurBEX-T tablets are up to 30°) smaller; 
have a pleasant taste; and are non-caloric. Vita- 


min odor and aftertaste are eliminated. 


Each Filmtab SURBEX-T represents: 


Thiamine Mononitrate (B;) 15 mg. 
Riboflavin 10 meg. 
Nicotinamide 100 mg. 
Pyridoxine Hydrochloride.... 5 meg. 
Cobalamin (Vitamin B,.). 4 mcg. 
Calcium Pantothenate ss 20 mg. 
(as calcium pantothenate racemic) 
Ascorbic Acid (as sodium ascorbate) 500 meg. 
Desiccated Liver, N. F. 75 mg. 
Liver Fraction 2, N. F.. 75 meg. 


Supplied in bottles of 100 and 1000 


VITAMINS BY C= 


Filmtab coatings protect 
this full range of Abbott 
nutritional supplements: 


SUR-BEX* WITH C. Smaller 
dosages of the essential B- 
Complex and C. Table bottles 
of 60. Also in bottles of 100, 
500 and 1000. 


DAYTEENS™ To help insure 
optimal nutrition in growing 
teenagers. Table bottles of 
100, bottles of 250, 1000. 


Potent maintenance formulas 
—ideal for those who are ‘“‘nu- 
tritionally run-down” 


DAYALETS” Table bottles of 
100. Bottles of 50, 250, 1000. 


DAYALETS-M* Apothecary bot- 
tles of 100 and 250. Also in bot- 
tles of 1000. 


Therapeutic formulas for more 
severe deficiencies—iliness, 
infection, etc. 


OPTILETS® & OPTILETS-M* 
Table bottles of 30 and 100. 
Bottles of 1000. 
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Breakage and cracking 

are less likely. (Sugar 

coatings are crystalline, 
and more brittle.) 


Tablets are pleasant 

tasting, non-caloric, 

come in a rainbow of 
cheerful colors. 


Vitamin 
after-taste and 
odor 
are eliminated. 


Tablets are 
easier to swallow. 
up to 30% 
smaller. 


Vitamins are 
readily available at 
proximal 
receptor sites. 


Absorption is speeded 
as sugar’s bulk 
and subseals 
are eliminated. 


This eliminates the need 
of protective subseals, and 
chances of moisture seepage 

through imperfections. 


In contrast with 
sugar coatings, 
no water is used 
in manufacture. 


NET RESULT: Potency is assured for a longer time. 
The patient gets what he pays for—and what you prescribe. 


FILMTAB—FILM-SEALED TABLETS, ABBOTT ©1961, ABBOTT LABORATORIES 103029 8 
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You see an improve- 
ment within a few days 
Thanks to your prompt 
treatment and the 
smooth action of Deprol, 
her depression is 
relieved and her anxiety 
and tension calmed — 
often in a few days. She 
eats well, sleeps well 
and soon returns to her 
normal activities. 


Lifts depression...as calms anxiety! 


Smooth, balanced action lifts depression as 
it calms anxiety...rapidly and safely 


Balances the mood — no “seesaw” effect Acts swiftly -— the patient often feels 
of amphetamine-barbiturates and ener- better, sleeps better, within a few days. 
gizers. While amphetamines and energizers may Unlike the delayed action of most other antide- 
stimulate the patient — they often aggravate pressant drugs, which may take two to six weeks 
anxiety and tension. to bring results, Deprol relieves the patient quickly 
—often within a few days. Thus, the expense to the 
And although amphetamine-barbiturate combina- patient of long-term drug therapy can be avoided. 
tions may counteract excessive stimulation — they 
often deepen depression. Acts safely — no danger of liver damage. 
Deprol does not produce liver damage, hypoten- 
In contrast to such “seesaw” effects, Deprol’s sion, psychotic reactions or changes in sexual 
smooth, balanced action lifts depression as it calms function—frequently reported with other anti- 
anxiety — both at the same time. depressant drugs. 


As 
Dosage: Usual starting dose is 1 tablet 
q.i.d. When necessary, this dose may be grad- 


ually increased up to 3 tablets q.i.d. 


Composition: 1 mg. 2-diethylaminoethyl benzi- 

late hydrochloride (benactyzine HCl) and 400 mg. 

meprobamate. Supplied: Bottles of 50 light-pink, wy, 

scored tablets. Write for literature and samples. WY watace LABORATORIES / Cranbury, N. J. 


CD-2839 


: 
~ . 
g ‘ : 
‘4 


against relapse 
against “problem” 
pathogens 


ECLOMYCIN 


DEMETHYLCHLORTETRACYCLINE LEDERLE 
pediatric drops 
syrup 


@ full antibiotic activity @ lower milligram intake per dose @ up to 6 days’ activity with 4 days’ dosage @ uni- 

formly high, sustained peak activity m syrup (cherry-flavored), 75 mg./5 cc. tsp.,-bottles of 2 and 16 

fl. oz. Dosage: 3 to 6 mg./Ib./day—in four divided doses. pediatric drops, 60 mg./cc., 3 mg./drop, 10 cc. 
7 bottles with calibrated dropper. Dosage: 1 to 2 drops/lb./day—in four divided doses. 


PRECAUTIONS: As with many other antibiotics, DECLOMYCIN may occasionally give rise to glossitis, stomatitis, proctitis, nausea, diarrhea, vaginitis or 
dermatitis. A photodynamic reaction to sunlight has been observed in a few patients on DECLOMYCIN. Although reversible by discontinuing therapy, patients 
should avoid exposure to intense sunlight. If adverse reaction or idiosyncrasy occurs discontinue medication. Overgrowth of nonsusceptible organisms is a 
possibility with DECLOMYCIN, as with other antibiotics. The patient should be kept under observation. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York QQ 
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The cigarette that made the Filter Famous! 


CIGARETTES. 
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It’s true. Kent’s enormous rise in popularity—with all the attendant maga- 
zine and newspaper stories—really put momentum to the trend toward filter 
cigarettes! 

So, Kent is the cigarette that made the filter famous. And.no wonder. 
Kent’s famous Micronite filter is made from a pure, all-vegetable material. 
A specially designed process at the P. Lorillard factory compresses this 
material into the filter shape and creates an intricate network of tiny channels 
which refine smoking flavor. 

Kent with the Micronite filter refines away harsh flavor . . . refines away 
hot taste . . . makes the taste of a cigarette mild. 

That’s why you'll feel better about smoking with the taste of Kent. 


© 1961 P. LORILLARD CO. 


A PRODUCT OF P LORILLARD COMPANY - FIRST WITH THE FINEST CIGARETTES - THROUGH LORILLARD RESEARCH 
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True S-U-S-TAI-N-E-D Action 
in Steroid Therapy 


E 


prednisolone 


Only 
2 Pelsules 
Daily 


Maintenance Dose 


= Better therapeutic response 
™ Reduced daily dosage 
= Fewer side effects 


= Greater safety, convenience 
and economy 


Now, forthefirsttime, 
e benefits of steroid therapy 
are enhanced by sustained release 
EDLON PELSULES. 


USES: Rheumatoid arthritis, 
sseminated lupus erythematosus, 

allergicdiseases,and 

other conditions where the 


available in bottles 


INSTON- SALEM 1, NORTH CAROLI 


*trademark for timed rationc wes 
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Sun. Mon. Tue, Wed. Thur. Fri. Sat 


Dosage: 2 Tablets B.1.D. (A.M. & P.M.) | 


in premenstrual tension 


only 


treats the whole syndrome 


It was the introduction of neo Bromth several years ago that created such widespread 
interest in the premenstrual syndrome—because of neo Bromth’s specific ability 
to prevent the development of the condition in the first place. 

The action of neo Bromth is not limited merely to control of abnormal water retention, 
or of nervousness, or of pain—or any other single or several of the multiple 
manifestations characteristic of premenstrual tension. neo Bromth effectively controls 
the whole syndrome. 

neo Bromth is also completely free from the undestrable side effects associated with 
such limited-action therapy as ammonium chloride, hormones, tranquilizers and potent 
diuretics. neo Bromth has continued to prove to be the safest—as well as the most 
effective—treatment for premenstrual tension. 

Each 80 mg. tablet contains 50 mg. Pamabrom, and 30 mg. pyrilamine maleate. 
Dosage is 2 tablets twice daily (morning and night) beginning 5 to 7 days before 
menstruation. Discontinue when the flow starts. 


ANY « Chattanooga 9, Tennessee 
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Put your low-back patien 
ack the payroll 


Soma’s prompt relief of pain and stiffness can 
get your low-back patients back to 
work in days instead of weeks 


Soma is unique because it combines the 
properties of an effective muscle relaxant 
and an independent analgesic in a single 


pain and spasm fast, effectively ... help 
give your patient the two things he wants 
most: relief from pain and rapid return to 


= drug. Unlike most other muscle relaxants, __ full activity. 
“ which can only relax muscle tension, Soma Soma is notably safe. Side effects are rare. 
x attacks both phases of the pain-spasm cycle Drowsiness may occur, but usually only with 
“" at the same time. higher dosages. Soma is available in 350 mg. 
é Thus with Soma, you can break up both _ tablets. Usual dosage is 1 tablet q.i.d. 
oie. dll The muscle relaxant with an independent pain-relieving action 


(carisoprodol, Wallace) 


Wy Wallace Laboratories, Cranbury, New Jersey 
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How you can help save 
your patients a month’s pay 


Kestler reports in J.A.M.A. (April 
30, 1960) that conventionally 
treated low-back syndrome pa- 
tients uired an average of 41 
days for full recovery (range: 3 to 
90 days). The addition of Soma 
therapy in this comparative inves- 
tigation reduced the average to 
11.5 days (range: 2 to 21 days). 
With Soma, patients averaged full 
recovery 30 days sooner. 
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Westbrook 


Sanatorium 
RICHMOND, VIRGINIA 


A hospital modern 


diagnostic and treatment procedures—electro shock, 


insulin, psychotherapy, occupational and recrea- 
OHN R. SAUNDERS, M.D, 
oe tional therapy—for nervous and mental disorders 
THOMAS F. COATES, JR., M.D. aed 

Assistant Medical Director and problems of addiction. 

JAMES M.D. 

i R. H. CRYTZER Brochure of Literature and Views Sent On Request 

Administrator P. O. Box 1514 Phone EL 9-5701 


COMPREHENSIVE 
OLD AGE BENEFITS ¢ 


A brightens the outlook 

A lightens the load of 
poor nutrition 

A heightens tissue/ 
bone metabolism 


morning 


GEVRESTIN 


Geriatric Vitamins-Minerals-Hormones-d-Amphetamine Lederle 


Each capsule contains: Ethinyl Estradiol 0.01 mg. * Methyl 50 mg. ° I-Lysine Monohydrochloride 25 mg. * Vitamin Vitamin E 
Testosterone 2.5 mg. + d-Amphetamine Sulfate 2.5 mg. * Vitamin (Tocopherol Acid Succinate) 10 Int. Units * Rutin 12.5 mg. ¢ 
A (Acetate) 5,000 U.S.P. Units * Vitamin D 500 U. "P. Units « Ferrous Fumarate (Elemental iron, 10 mg.) 30.4 mg. © lodine 
Vitamin B,. with AUTRINIC® Intrinsic Factor Concentrate 1/15 (as KI) 0.1 mg. * Calcium (as CaHPO,) 35° mg. * Phosphorus (as 
U.S.P. Unit (Oral) * Thiamine Mononitrate (B,) 5 mg. © Ribo- ee 27 mg. * Fluorine (as CaF.) 0.1 mg. © Copper (as ro 
flavin (B,) 5 mg. © Niacinamide 15 mg. © Pyridoxine HCI (B,) mg. * Potassium 7. K,S0,) 5 mg. * Manganese (as MnO 
.5 mg. ¢ Calcium Pantothenate 5 mg. * Choline Bitartrate mg. © Zinc (as ZnO) by * Magnesium (MgO) 1 mg. ¢ Boron 
25 mg. © Inositol 25 mg. * Ascorbic Acid (C) as Calcium Ascorbate tg Na,B,0,. 10H,0) 0. dy mg otties of 100, 1000. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pear! River, New York QQ 
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ANNOUNCING— 

SPECIFIGALLY FOR 

INFECTIONS DUE TO 
“RESISTANT” STAPHYLOCOCCI 


AN ENTIRELY NEW SYNTHETI( 
“STAPH-CIDAL” PENICILLIN 


sodium dimethoxypheny] penicillin 
FOR INJECTION 


UNIQUE—BECAUSE IT 
RETAINS ANTIBACTERIAL 
ACTIVITY IN THE PRESENCE OF 
STAPHYLOCOCCAL PENICILLINASES 
WHICH INACTIVATE 
OTHER PENICILLINS 


Bristol 
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OFFICIAL PACKAGE CIRCULAR 
November, 1960 


STAPHCILLIN™ 


(sodium dimethoxyphenyl penicillin) 
For Injection 


DESCRIPTION 


STAPHCILLIN is a unique new synthetic parenteral penicillin produced 
by Bristol Laboratories for the specific treatment of staphylococcal 
infections due to resistant organisms. Its uniqueness resides in its 
property of resisting inactivation by staphylococcal penicillinase. It is 
active against strains of staphylococci which are resistant to other 
penicillins. 

Each dry filled vial contains: 1 Gm. STAPHCILLIN (sodium dimethoxy- 
phenyl penicillin), equivalent to 900 mg. dimethoxypheny] penicillin 
activity. 


INDICATIONS 


STAPHCILLIN is recommended as specific therapy only in infections 
due to strains of staphylococci resistant to other penicillins, e.g.: 


Skin and soft tissue infections: cellulitis, wound infections, car- 
buncles, pyoderma, furunculosis, lymphangitis and lymphadenitis. 


Respiratory infections: staphylococcal lobar or bronchopneumonia, 
and lung abscesses combined with indicated surgical treatment. 


Other infections: staphylococcal septicemia, bacteremia, acute or 
subacute endocarditis, acute osteomyelitis and enterocolitis. 


Infections due to penicillin-sensitive staphylococci, streptococci, pneu- 
mococci and gonococci should be treated with Syncillin® or parenteral 
penicillin G rather than STAPHCILLIN. Treponemal infections should 
be treated with parenteral penicillin G. 


DOSAGE AND ADMINISTRATION 


STAPHCILLIN is well tolerated when given by deep intragluteal or intra- 
venous injection. 


As is the case with other antibiotics, the duration of therapy should be 
determined by the clinical and bacteriological response of the patiert. 
Therapy should be continued for at least 48 hours after the patient has 
become afebrile, asymptomatic and cultures are negative. The usual 
duration has been 5-7 days. 


Intramuscular route: The usual adult dose is 1 Gm. every 4 or 6 hours. 
Infants’ and children’s dosage is 25 mg. per Kg. (approximately 12 mg. 
per pound) every 6 hours. 


Intravenous route: 1 Gm. every 6 hours using 50 ml. of sterile saline 
solution at the rate of 10 ml. per minute. 


*Warning: -Solutions of STAPHCILLIN and kanamycin should not be 
mixed, as they rapidly inactivate each other. Data on the results of 
mixing STAPHCILLIN with other antibiotics are being accumulated. 


DIRECTIONS FOR RECONSTITUTION 


Add 1.5 ml. sterile distilled water or normal saline to a 1 Gm. vial and 
shake vigorously. Withdraw the clear, reconstituted solution (2.0 ml.) 
into a syringe and inject. The reconstituted solution contains 500 mg. 
of STAPHCILLIN per ml. Reconstituted solutions are stable for 24 hours 
under refrigeration. 


For intravenous use, dilute the reconstituted dose in 50 ml. of sterile 
saline and inject at the rate of 10 ml. per minute. 


*This statement supersedes that in the Official Package Circulars dated September and/or October, 1960. 
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OFFICIAL PACKAGE CIRCULAR 
(continued) 


MICROBIOLOGICAL AND PHARMACOLOGICAL 
PROPERTIES 


In vitro studies show that STAPHCILLIN is a bactericidal penicillin 
with activity against staphylococci resistant to penicillin G. Strains of 
staphylococci so far tested have been sensitive to STAPHCILLIN in vitro 
at concentrations of 1-6 mcg. per ml. These levels are readily attained 
in the blood and tissues by administration of STAPHCILLIN at the 
recommended dosage. This unique attribute is probably due to the 
fact that STAPHCILLIN is stable in the presence of staphylococcal peni- 
cillinase. STAPHCILLIN also resists degradation by B. cereus penicil- 
linase. The antimicrobial spectrum of STAPHCILLIN with regard to 
other microorganisms is qualitatively similar to that of penicillin G; 
but considerably higher concentrations of STAPHCILLIN are required 
for bactericidal activity than is the case with penicillin G. 


STAPHCILLIN is rapidly absorbed after intramuscular injection. Peak 
blood levels (6-10 mcg./ml. on the average after a 1.0 Gm. dose) are 
attained within 1 hour; and then progressively decline to less than 
1 meg. over a 4 to 6 hour period. It is poorly absorbed from the gastro- 
intestinal tract. STAPHCILLIN is rapidly excreted by the kidney. 


As shown by animal studies, STAPHCILLIN is readily distributed in body 
tissues after intramuscular injection. Of the tissues studied, highest 
concentrations are reached in the kidney, liver, heart and lung in that 
order; the spleen and muscles show lower concentrations of the anti- 
biotic. STAPHCILLIN diffuses into human pleural and prostatic fluids, 
but its diffusion into the spinal fluid has not yet been completely 
studied. However, one patient with meningitis showed a significant 
concentration in his spinal fluid while on STAPHCILLIN therapy. 


Toxicity studies with STAPHCILLIN and penicillin G in animals show 
that they have approximately the same low order of toxicity. 


Certain staphylococci can be made resistant to STAPHCILLIN in the 
laboratory, but this resistance is not related to their penicillinase pro- 
duction. During the clinical trials, no STAPHCILLIN-resistant strains of 
staphylococci were observed or developed; the possibility of the emer- 
gence of such strains in the clinical setting awaits further observation. 


PRECAUTIONS 


During the clinical trials, several mild skin reactions, e.g., itching, 
papular eruption and erythema were observed both during and after 
discontinuance of STAPHCILLIN therapy, Patients with histories of hay 
fever, asthma, urticaria and previous sensitivity to penicillin are more 
likely to react adversely to the penicillins. It is important that the 
possibility of penicillin anaphylaxis be kept in mind. Epinephrine and 
the usual adjuvants (antihistamines, corticosteroids) should be avail- 
able for emergency treatment. Because of the resistance of STAPHCILLIN 
to destruction by penicillinase, parenteral B. cereus penicillinase may 
not be effective for the treatment of allergic reactions. Information 
with regard to cross-allergenicity between penicillin G, penicillin V, 
phenethicillin (Syncillin) and STAPHCILLIN is not available at present. 
If superinfection due to Gram-negative organisms or fungi occurs 
during STAPHCILLIN therapy, appropriate measures should be taken. 


SUPPLY 
List 79502 — 1.0 Gm. dry filled vial. 


BRISTOL LABORATORIES - SYRACUSE, NEW YORK 


Division of Bristol-Myers Company 
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In the presence of staphylococcal 
penicillinase, STAPHCILLIN remained active 


and retained its antibacterial action. 
By contrast, penicillin G was rapidly 
destroyed in the same period of time. 
(After Gourevitch et al., to be published) 
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STAPHCILLIN 


STAPHCILLIN 
PENICILLIN G 


ifically for “resistant” staph... 


sodium dimethoxypheny] penicillin 
FOR INJECTION 


e of staphylococcal infections to respond to penicillin therapy is attributed to 


lin-destroying enzyme, penicillinase, produced by the invading staphylococcus. 
er penicillins: 

CILLIN is effective because it retains its antibacterial activity despite the pres- 
phylococcal penicillinase. 


inical effectiveness of STAPHCILLIN has been confirmed by dramatic results in | | 
iety of infections due to “resistant” staphylococci, many of which were serious a bi 


‘eatening. 

penicillins: 

CILLIN has no significant systemic toxicity. It is well tolerated locally, and 
‘itation at the injection site is comparable to that following the injection of 


3. In occasional cases, typical penicillin reactions may be experienced. 


SIONAL INFORMATION SERVICE — The attached Official Package Circular provides com- 
‘mation on the indications, dosage, and precautions for the use of STaPHCILLIN. If you desire 
information concerning clinical experiences with STAPHCILLIN, the Medical Department of 


boratories is at your service. You may direct your inquiries via collect telephone call to New York, 
061, or by mail to Medical Department, Bristol Laboratories, 630 Fifth Ave., N. Y. 20, N. Y. 


OL LABORATORIES « SYRACUSE, NEW YORK 
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April, 1961 ADVERTISEMENTS 


Proven 


in over six years of clinical use and 
more than 750 published clinical studies 


Effective 


for relief of anxiety and tension 


Outstandingly Safe 


simple dosage schedule produces rapid, dependable 
1 tranquilization without unpredictable excitation 


no cumulative effects, thus no need for difficult 
2 dosage readjustments 


3 does not produce ataxia, change in appetite or libido 


does not produce depression, Parkinson-like symptoms, 
4 jaundice or agranulocytosis 


5 does not impair mental efficiency or normal behavior 


Miltown: 


meprobamate (Wallace) 
Usual dosage: One or two 400 mg. tablets t.i.d, 


Supplied: 400 mg. scored tablets, 200 mg. 
sugar-coated tablets; in bottles of 50. 


Also supplied in sustained-release capsules... 


Meprospan’ 


Available as Meprospan-400 (blue-topped sustained- 
release capsules containing 400 mg. meprobamate), 
and Meprospan-200 (yellow-topped sustained-reiease 
capsules containing 200 mg. meprobamate). 


(i WALLACE LABORATORIES / Cranbury, N. J. 
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in sulfa therapy... 
RELEASE YOUR PATIENT FROM Q.1.D. DOSAGE 


just one tablet of Midicel provides continuous, effective blood levels for 24 hours 


Because many patients need take only 1 tablet daily, therapy with MIDICEL is convenient and economical. 
It is also advantageous since the possibility of omitted doses is reduced. Rapidly absorbed and slowly 
excreted, MIDICEL assures dependable bacteriostatic action in urinary tract infections, certain respiratory 
infections, bacillary dysenteries, as well as surgical and soft-tissue infections caused by sulfonamide- 
sensitive organisms. And with MIDICEL, there is little likelihood of crystalluria because of its high solu- 
bility and low dosage. 

MIDICEL (sulfamethoxypyridazine, Parke-Davis), 3-sulfanilamido-6-methoxypyridazine. Tablets of 0.5 Gm.; 
Suspension, each cc. containing 50 mg. of sulfamethoxypyridazine as the N’-acetyl derivative. /ndica- 
tions: Gram-negative and gram-positive infections such as urinary tract, respiratory, and soft-tissue 
infections and bacillary dysenteries. Dosage: Orally once a day until asymptomatic for 48 to 72 hours. 
Adults:—1 Gm. initially, followed by 0.5 Gm. daily thereafter or 1 Gm. every other day. In severe infec- 
tions, not to exceed 2 Gm. the first day, then 0.5 to 1.5 Gm. daily according to weight of patient and 
severity of infection. Children:—30 mg. per Kg. the first day, then 15 mg. per Kg. daily. In severe infec- 
tions, up to 50 mg. per Kg. initially, then 25 mg. per Kg. daily. Total dose in children, however, should 
not exceed lower dosage limits for adults. Precautions; Continue daily doses higher than 0.5 Gm. no 
longer than three to five days without checking for blood levels above therapeutic range. Maintain 
adequate fluid intake during therapy and for 48 to 72 hours afterward. Until further definitive informa- 
tion is available, MIDICEL, in common with all sulfonamides, is contraindicated in the premature and 
newborn infant. Contraindicated in patients with a history of sulfa sensitivity. MIDICEL is not recom- 
mended for meningococcal infections. Side Effects; Anorexia and lassitude may occur as may reac- 
tions such as drug fever, rash, and headache, all of which are indications for discontinuing the drug. 
Leukopenia has been reported. Periodic blood counts are advised. Patients with impaired renal function 
should be followed closely since excessive accumulation may occur. Ava//ab/e; Quarter-scored tablets 
of 0.5 Gm., bottles of 24, 100, and 1,000. coves 


Parke-Davis) 
and for children...Midicel Acetyl Suspension (N’ acetyl sulfamethoxypy- PARKE-DAVIS 


ridazine, Parke-Davis) - delicious butterscotch flavor - only one dose a day 


PARKE, DAVIS & COMPANY, Detroit 32, Michigan 
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DORNWAL! IS THE TRANQUILIZER 


VERSATILE ENOUGH TO 
BE USED ALMOST ANYWHERE. 


Take, for instance, the woman in our picture, 
suffering from a really severe tension headache. 
Aspirin she has tried, of course; but suppose she’s 
called you and you prescribed Dornwal. What 
would you expect? 

First, let us say you told the druggist to indicate 
the dosage that our clinical research has shown 
is useful in these cases — 1 or 2 tablets t.i.d. In 
all probability, she would experience relief of pain 
and a general relaxation in less than an hour. If 
she is doing her housework, she could go on with 
it, because she wouldn’t get sleepy. 

, Dornwal is one tranquilizer that doesn’t make 
people sleepy. It’s a tranquilizer pure and simple. 
Its effectiveness you will see clearly the next time 
you encounter a patient given to tension head- 
aches. Try Dornwal and see the results. 

Dosage: One or two 200 mg. tablets three times 
a day. Children, age 6 to 16, one or two 100 mg. 
tablets two times a day. Administration limited 
to three months’ duration. 

Supplied: 200 mg. yellow scored tablets, and 100 
mg. pink tablets, each in bottles of 100 and 500. 
P.S. For the “Genericist’”, Dornwal is amphenidone 


No absolute contraindications to the use of Dornwal are known. There 
have been no reports or evidence of habituation, addiction or drug toler- 
ance in animal or clinical studies. Dornwal is relatively free from untoward 


effects when ad tered at rec ded dosages. 
Maltbie Laboratories Division, J 
Wallace & liernan Inc., Belleville 9, N. J. 


POwW-11 


Protection Against Loss of Income 
from Accident & Sickness as Well as 
Hospital Expense Benefits for You and 
All Your Eligible Dependents. 


aul PHYSICIANS 


SURGEONS 
DENTISTS 


COME 


PHYSICIANS CASUALTY & HEALTH 
ASSOCIATIONS 


OMAHA 31, NEBRASKA 
Since 1902 


Handsome Professional Appointment Book sent to 
you FREE upon request. 


Compliments of 


Wachtel’s, Inc. 


* 


Surgical 
Supplies 


15 Victoria Road 


ASHEVILLE, North Carolina 
P. O. Box 1716 Telephone AL 3-7616 
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ADVERTISEMENTS 


Nagan—Medical Almanac, 1961-62 


Hundreds of facts and figures on the entire 
framework and operation of the medical world 


Just Ready! Now under one cover you'll find a tremendous 
range of up-to-date data never before gathered into a single 
source. You can quickly check on such diverse information as: 
Nobel prize winners in medicine—frequency rate of various 
injuries in industry—admission requirements of medical 
schools—number of M.D.s in major countries. Hundreds of 
lists, charts, graphs and directories set forth information in 
quickly assimilable form. Where recentness of data is vital, 
you'll find statistics carried right up to 1960. Where a long 
record of experience is valuable, you'll find accurate figures in 
some cases going back to the late Seventeen Hundreds. Forth- 
coming meetings, tax deadlines, etc. are listed into the future. 
Anyone in medicine who writes, who lectures, who must doc- 
ument articles, or who holds some organizational duties can 


Over 500 pages of exhaustive facts 
and figures on a myriad of topics: 


What medical records to keep and for 
how long—leading medical publications 
—summary of medical systems in major 
countries—average prevalence of peptic 
ulcer by sex and age—12 diagnoses with 
highest annual rate per 1000 patients — 
prevalence of chronic conditions among 
persons 45 years and older by age, sex 
—number of physicians specializing in 
industrial medicine—deaths and death 
rate from accidents by type—birth rate 
by color and by age of mother, 1800- 
1959. 

Advertising medical products on TV— 
great epidemics of the past—leading for- 
eign medical journals—schedule of 1961 
conventions — officials and executive staff 
of the AMA ~—average income of doctors 


use this almanac daily. 


Compiled by PETER S, NAGAN, A.B., M.A., M.S., 528 Pages, 
ew 


Paper Bound. About $5.50. 


Pillsbury, Shelley & Kligman— 
Manual of Cutaneous Medicine 


A New Book! 


Just Ready! This concise, practical manual 
contains a wealth of immediately applicable in- 
formation on managing the entire range of cu- 
taneous disease. It clearly illuminates the anat- 
omy, physiology, pathology and pathophysiology 
of the skin. You'll find diagnosis, prevention and 
treatment of those skin diseases you meet most 
frequently in daily practice—from acne to tu- 
mors of the skin. The authors emphasize changes 
in the skin which may be representative of 
systemic disease. They assess the advantages of 
various treatment methods, and clearly point out 


potential hazards. 


By DONALD M. PILLSBURY, M.A., D.Sc. (Hon.), M.D., 
F.A.C.P., Professor and Director of Department of Dermatol- 
ony WALTER B, SHELLEY, M.D., Ph.D., F.A.C.P.. Professor 
of Dermatology; and ALBERT M. KLIGMAN, M.D., Ph.D., 
Professor of Dermatology. All of the University of Pennsylvania 
School of Medicine. About 440 pages, 6”x914”, with 234 
illustrations. About $10.00. New —Just Ready! 
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— Just Ready! 


in U.S.—tuberculosis and death rate— 
narcotics regulations —license renewal by 


” 4 ” 
state—federal legislation affecting doctors. 


Rushmer— 


Cardiovascular Dynamics 
New ( 2ud ) Edition! 


This valuable book provides you with the infor- 
mation you need to make keener diagnoses and 
evaluations of heart disorders. Dr. Rushmer pre- 
sents a clear picture of the structure, function 
and control of the various components of the 
cardiovascular system as they exist under normal 
conditions — followed by the changes which occur 
in presence of disease. You'll find recent advances, 
particularly in the areas of instrumentation and 
analysis of cardiac dynamics, clearly shown. 
Among the topics covered are: Cardiac Output; 
Measurements of Pressure; Cardiovascular 
Sounds; Heart Size and Configuration. 


By ROBERT F. RUSHMER, M.D., Professor of Physiology and 
Biophysics, University of Washington Medical School. 503 
pages, 614”x10”, with 264 illustrations, $12.50. 

Just Published —New (2nd) Edition! 


West Washington Square, Philadelphia 5 


Please send me the following books and charge my account: 
(1) Nagan’s Medical Almanac, 1961-62, about $5.50 
C) Pillsbury et al., Manual of Cutaneous Medicine, about $10.00 
(.] Rushmer’s Cardiovascular Dynamics, $12.50 
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Rautrax-N lowers high blood pressure gently, gradually ... protects 
against sharp fluctuations in the normal pressure swing. 


Rautrax-N offers all the advantages of Raudixin, 
Naturetin and potassium chloride in a single dosage 
form plus: increased efficacy — Combined action of 
Raudixin and Naturetin results in a potentiated anti- 
hypertensive effect greater than that produced by either 
drug alone. increased safety — Potentiated action per- 
mits lower dose of other antihypertensive agents, thus 
reducing severity of side effects. Protection against pos- 
sible potassium depletion. flexibility — Interchangeable 


Rautrax-N’ 


le Root Rauwolfia Serpentina (Raudixin) 
jumethiazide (*Naturetin) with Potassium Chloride 


Wis 


with either Raudixin or Naturetin ¢ K. economy — Main. 
tenance dosage of only 1 or 2 tablets daily for most pa- 
tients. convenience — Once-a-day maintenance dosage. 
Two potencies available. 

Supply: Rautrax-N — capsule-shaped tablets providing 50 
mg. Raudixin, 4 mg. Naturetin and 400 mg. potassium 
chloride. Rautrax-N Modified — capsule-shaped tablets pro- 
viding 50 mg. Raudixin, 2 mg. Naturetin and 400 mg. 
potassium chloride. 


SQuIBB 
Squibb Quality \ 
— the Priceless Ingredient 
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without steroids 
this arthritic miner 
might still be spoon-fed 


On METICORTEN, he has worked steadily 
for six years with no serious side effects 


J. G.’s rheumatoid arthritis started in 1949 with 
severe and unremitting pain in his shoulders. 
Later, his wrists, elbows, feet and hands became 


involved with swelling and loss of function. By 


1951, when he was 45, the patient was helpless 
and had to be fed and dressed by his wife. He 


was frequently hospitalized during the next three 
years, Hydrocortisone failed to make any change 


in his condition. 


On April 2, 1955, the 
patient was placed on 
METICORTEN and im- 
proved promptly. Two 
weeks later he stated, “I 
feel very well now.” He 
was able to go back to 


work as a mine electri- 
cian that year and had no difficulty driving a car, 


For the past six years, he 
has been maintained on 
METICORTEN 5 mg. two 
or three times a day. 
There have been no side 
effects. The patient has 
not lost any work time, 
nor has he had to limit 
his activities in any way. 


Case history courtesy of Joel Goldman, M.D., Johnstown, Pa. 


These photographs of Dr. Goldman's patient were taken on 
November 10, 1960. 


METICORTEN,® brand of prednisone. 


SCHERING CORPORATION * BLOOMFIELD, NEW JERSEY 
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See 
both blood picture 
and patient respond to 


TRINSICON” 


(hematinic concentrate with intrinsic factor, Lilly) 


For a rapid hematological response 
. . « striking clinical improvement 


Two Pulvules® Trinsicon daily are capable of 
producing in ten days an Hb and RBC re- 
sponse comparable to that obtained after a 
transfusion of one pint of whole blood. For 


potent, complete anemia therapy, prescribe 
Trinsicon ... just 2 a day for all treatable anemias. 


Two Pulvules Trinsicon (daily dose) provide: 


Special Liver-Stomach Concentrate, Lilly 
(containing Intrinsic Factor) . . . . 300 mg. 


Vitamin By with Intrinsic Factor 
Concentrate, N.F. . 1 N.F. unit (oral) 


Cobalamin Concentrate, N.F., equivalent 
.......=.. . meg. 
(The above three ingredients are clinically equiva- 
lent to 114 N.F. units of APA potency.) 


Ferrous Sulfate, Anhydrous. . . . . . 600 mg. 
(Equal to over 1 Gm. Ferrous Sulfate, U.S.P.) 


Ascorbic Acid (Vitamin C) . . . . . . 150 mg. 
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This paper deals primarily with the com- 
parative incidence of schizophrenia in the 
Negro and white populations of the State of 
North Carolina. The first admissions of 
white patients to the state psychiatric hos- 
pitals at Raleigh, Morganton, and Butner 
are compared with first admissions of 
Negroes to the State Hospital at Goldsboro’. 
The latter institution serves the entire 
Negro population of the state. 


Having worked at one of the white insti- 
tutions before coming to Goldsboro, I su- 
spected that the incidence of schizophrenia 
was higher among Negro first admissions 
than among those of white patients. The 
hypothesis was that in North Carolina the 
incidence of schizophrenia is greater in the 
Negro race than in the white race. If this is 
true, what factors are responsible for the 
difference? 

First, the possibility of heredity as a 
causative factor may be questioned, but will 
not be discussed at this time because of 
lack of material. 

Lin' has reported that schizophrenia is 
more prevalent in the lower socioeconomic 
groups in races other than Negro. In addi- 
tion to his lower socioeconomic status, spec- 
ific genetic and dynamic factors are believed 
to contribute toward the higher incidence 


Read before the Section on Neurology and Psychiatry, 
Medical Society of the State of North Carolina, Raleigh, 
May 11, 1960. 

*Superintendent, Cherry Hospital, Goldsboro, North 
Carolina. 

+In the paper the State Hospitals are referred to by 
location as follows: Raleigh — Dorothea Dix Hospital; 
Morganton, Broughton Hospital; Butner — John Umstead 
Hospital; Goldsboro — Cherry Hospital. 


of schizophrenia in the Negro. The forces 
involved in genesis, predominately those of 
early life-experiences and individual reac- 
tions, provide material for unhealthy iden- 
tification and deprivation with little gratifi- 
cation in a disturbing family atmosphere 
during childhood. The result is early anxie- 
ty. Such forces, if persistent and consistent, 
lead to the development of a personality 
which is vulnerable to the stresses of life. 
The dynamic forces operating later in the 
individual, consisting of internal pressures 
(drives, motives, intentions, and anxiety) 
and environmental pressures, together with 
the genetic forces, may be specific in the 
Negro and may lead to the symptoms, per- 
sonality problems, and disturbed interper- 
sonal relations encountered in schizoph- 
renia. 


Statistical data regarding mental illness 
give little consideration to racial differences, 
and relatively few of the innumerable pa- 
pers on schizophrenia deal with mental dis- 
order among racial and ethnic groups. Few- 
er still deal with mental illnesses in the 
Negro race. 


Review of the Literature 


O'Malley’, in 1914, showed that dementia 
praecox is a preponderant mental disease 
entity in the Negro race. Wagner* reported, 
in a comparative study of Negro and white 
admissions to the Psychiatric Pavilion of 
Cincinnati General Hospital, that the inci- 
dence of schizophrenia was 16.2 per 100,000 
white population and 26.3 per 100,000 Negro 
population. 


In 1935 Malzberg* reported that the ratio 
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of dementia praecox per 100,000 population 
was 44.4 in the Negro and 19.2 in the white 
race. He further reported a striking differ- 
ence in the schizophrenic personality in the 
Negro and white races in the State of New 
York, in his group analysis for 1939 and 
19415. The corresponding figure per 100,000 
population was 26.2 for whites and 67.0 for 
Negroes. Maizberg’s recently published data 
will be discussed later in this paper. 

Laubscher*, in 1937, published a study of 
mental illness in the natives of South Africa 
(Cape Providence). He stated that schizo- 
phrenia mace up 60 per cent of one hospital 
population, but he does not cite the over-all 
incidence. H!!}owever, he developed the gen- 
eral view that the Negro, whether in Africa 
or America, is especially susceptible to this 
illness. He also held that a completely hope- 
less socioeconomic situation is an etiologic 
factor in the development of psychosis, 
especially schizophrenia. 

Moffson’ presented clinical data on schi- 
zophrenic admissions in the male Bantu for 
the years 152-1954. The relative incidence 
of admissicns for schizophrenia and par- 
anoid psychosis compared with the over-all 
admissions was 43 to 50.5 per cent, or twice 
the corresponding figure for European ad- 
missions to the same hospital (19.5 to 23 per 
cent). He readily suggests that this differ- 
ence might be explained on the basis of cul- 
tural and social factors. He also draws at- 
tention to the basis upon which hospitaliza- 
tion is determined, pointing out that gener- 
ally the more excited and disturbed schizo- 
phrenic patient will be admitted to the hos- 
pital earlier than those who have a slow 
onset of a schizophrenic reaction. This ac- 
counts for the fact that the hospital referred 
to had so many chronic schizephrenics with 
a poor prognosis. In Stainbrook’s excellent 
paper* on schizophrenia in the “multi-racial 
class society’? composed largely of Negroes 
in Bahia, Brazil, he describes the schizo- 
phrenic behavior in this group and pleads 
for joint studies by psychiatrists and an- 
thropologist«. 

Frumkin’, in 1954, while analyzing all 
first admissions to the Ohio State Mental 
Hospital for the year 1949, found that the 
admission rate was two and one-half times 
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as great for the Negro as for the white race 
and disproportionately high for the unskill- 
ed and the uneducated. From these findings, 
which actually parallel statistics gathered 
elsewhere, he developed a simplified theory 
that the incidence of schizophrenia merely 
reflects the level of frustration in the poorer 
class, city-dwelling Negro. 

Ripley and Wolf!, reporting on mental 
illness in Negro troops overseas, stated that 
the incidence of psychiatric disorders was 
appreciably higher in the Negro than in the 
white troops. On the Island of Biak a psy- 
chosis was found to occur 4.9 times as often 
in the Negro as in the white man. In a white 
service unit, with an average of 740 men, no 
psychosis was reported. From three Negro 
service units, with an average of 541 men, 
46 cases of schizophrenia were reported 
among the 59 psychiatric disorders found. 
The authors stress the point that they were 
impressed by the large number of Negroes 
with schizophrenia, and also that the diag- 
nosis was made with caution. 

Faris and Dunham," in studying the 
home distribution of more than 20,000 pa- 
tients admitted to the mental hospitals in 
Chicago between 1921 and 1931, found that 
the incidence of schizophrenia in the Negro 
was low in Negro areas but high in the so- 
called white sections of the city. The in- 
cidence of the disease in the white popula- 
tion showed a corresponding pattern—that 
is, it was higher in Negro areas than in 
white areas. It would seem, therefore, that 
regardless of race, people tend to show a 
higher incidence of schizophrenia when liv- 
ing in an area populated predominated by 
another race. Faris and Dunham pointed 
out, however, (1) that people might drift to 
mixed areas long before they become ill, and 
(2) that one cannot rely on the diagnosis 
given in the hospital records. They con- 
cluded that “social isolation”—the fact that 
in the central areas of the city people tend 
to be cut off from intimate and _ lasting 
emotional relationships—was a causative 
element in schizophrenia. They pointed out 
also that the rate of schizophrenia formed 
a pattern; being highest at the center of the 
city in areas of economic depression, and 
lowest on the periphery of the city. 
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Material 


New York State 


This material was derived from two 
sources. Malzberg'* reported that the lead- 
ing diagnostic category for first admissions 
to all mental hospitals in New York State 
from 1949-1951 was dementia praecox. Of 
6,167 Negro first admissions, 2,789 or 45.2 
per cent were diagnosed as dementia prae- 
cox or schizophrenia, an annual average 
rate of 101.1 per 100,000 population. 

He found that dementia praecox was the 
prevalent disease of the young and that 50 
per cent of the Negro first admissions were 
under the age of 30 years and 75 per cent 
were under the age of 35. It is noteworthy 
that the rate of Negro first admissions with 
schizophrenic reactions increased by 51 per 
cent, from a ratio of 67.0 in 1940 to 101.1 in 
1950. The white population had a lower rate 
than the Negro, the average being 32.2 per 
100,000, and the white first admissions were 
significantly older than the Negro. In 1950 
the rate of Negro schizophrenic admissions 
excelled that of the white admissions in the 
ratio of 3.04 to 1. 

The general Negro population of the State 
of New York is younger than that of the 
white population and reflects the relative 
distribution of dementia praecox. Between 
1910 and 1950 the number of Negroes in 
New York increased sevenfold as compared 
with a 55 per cent increase in the white 
population, and since 1930 the Negro pop- 
ulation has continued to grow rapidly. 

At the Goldsboro hospital, admission of 
schizoprenic patients under the age of 34 
comprised 57.7 per cent of the total (table 1, 
abstracted from table 6-A). 

Table 1 
Age Per Cent 


10-14 1. 
15-19 7.2 
20-24 13.3 
25-29 20. 
30-34 16.2 


57.7 


North Carolina 


The second and main source of material 
was first admissions to the North Carolina 
State Hospitals for the period July 1, 1957, 
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through June 30, 1958. During that period 
there was a total of 3,510 first admissions— 
2,766 white and 744 Negro. Negro first ad- 
missions consituted 21.1 per cent of the 
total. The data from Butner refer only to 
the total number of admissions and the 
number of schizophrenics. 

The first admissions to Goldsboro for 
schizophrenia were classified according to 
age, occupation, and other factors (tables 
2-8). 

As the census was last taken in 1950, we 
have only an estimation of the population of 
North Carolina for 1958.* Statistical ab- 
stracts of 1958 show the estimated popula- 
tion of North Carolina to be 4,549,000. (The 
census for 1960 is 4,529,550). In 1950 
Negroes constituted about 33 per cent of 
total population of the state. In a personal 
communication with Dr. Rupert Vance of 
the University of North Carolina, Chapel 
Hill, it was disclosed that many Negroes 
migrate North to find more suitable employ- 
ment. I was unable to find any concrete 
data as to the rate of emigration, but pro- 
jecting the census figures of 1950, it was 
assumed that the Negro population in 1958 
would be about 30 per cent of the total. The 
estimated population for 1958 is 3,184,300 
whites and 1,364,700 Negroes. It is proposed 
that this same survey should be repeated 
when the 1960 census is available. 


Factors Influencing the Present Study 


A number of factors must be recognized 
as mere speculation in this attempt to show 
that schizophrenia is more prevalent in the 
Negro population than in the white popula- 
tion of North Carolina. It should first be 
pointed out that figures given here for the 
total population of the state as well as the 
percentage of Negroes are estimations, and 
that the incidence of schizophrenia per 
100,000 is computed on this basis. In North 
Carolina, psychiatric inpatient facilities, 
university hospitals, Veterans hospitals, and 
so forth, are available to the white popula- 
tion of the state, and the number of white 
schizophrenic patients reported would be 
much greater if it included those treated in 


*The total census figures for 1960 were still unavailable 
in January, 1961, when this paper was written. 
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Table 2 
Diagnostic Classification of First Admissions to North Carolina State Hospitals 


July 1, 1957, through June 30, 1958* 


Morganton Raleigh Goldsboro Butner 
Diagnosis Total M. F, Total M. F. Total M. F. Total 
Acute brain s\ ndrome 20 15 3 15 10 5 30 23 ‘ 
Chronic brain svndrome 192 100 92 290 153 137 178 117 61 
Psychotic disorders 
Involutional psychotic 
reaction 34 13 21 23 7 16 29 13 16 
Manic depressive reaction 16 15 31 25 10 15 9 6 3 
Psychotic depressive reaction 25 6 19 x7 21 36 8 8 
Schizophrenic reaction 153 62 91 119 56 63 367 172 195 239 
Paranoid reaction 8 2 6 3 3 
Total psychotic disorders 266 98 168 227 o4 133 413 191 222 
Psychophysiologic, autonomic 
and visceral disorders 9 3 6 5 1 1 
Psychoneurotic reaction 70 31 39 86 16 10 13 11 2 
Personality disorders 18 13 5 113 67 16 10 3 “| 
Alcoholism (addiction) 7 6 1 384 336 18 28 17 11 
Transient situational 
personality disturbance 16 * 11 17 2 15 6 2 t 
Mental deficiency 27 12 15 36 17 19 55 38 22 
Mental disorder, undiagnosed 24 24 
Without mental disorder 7: 3 a 29 24 5 1] 10 1 
Grand totals 632 286 346 1226 774 152 744 407 337 908 
*Data presented in subsequent tables were drawn from the same period. 


other facilitics. Except for the Veterans Ad- 
ministration hospitals, the Goldsboro hospi- 
tal is the only known inpatient facility 
available to Negroes in this state. 

The number of first admissions to the 
Goldsboro hospital does not, however, rep- 
resent the true picture of the occurrence of 
psychosis, neurosis, and other mental dis- 
orders in the Negro population of North 
Carolina. Numerous factors would lead to 
an overestimate of the rate of schizophrenia 
in this race, one being the limited facilities 
noted above. It is also possible that the esti- 
mated population figure is too low. On the 
other hand, the estimated rate of schizo- 


phrenia may be too low, since in the Negro 
race deviant behavior is more generally 
tolerated than in the white race and would 
therefore be accepted longer outside the 
institution. The mentally ill Negro also 
tends to go North. This point will be dis- 
cussed further in this paper. 


Factors determining hospitalization 


At this point the facts that determine 
hospitalization should be considered. Table 
6-B shows the duration of schizophrenia in 
patients before admission to be one year or 
longer in 38.5 per cent of the cases. The 
breakdown as. to types of schizophrenia 
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Table 3 


First Admissions Diagnostic Categories 


Diagnosis 

Acute brain syndrome 

Chronic brain syndrome 

Psychotic disorders: 
Involutional psychotic reaction 
Manic depressive reaction 
Psychotic depressive reaction 
Schizophrenic reaction 
Paranoid reaction 


Total psychotic disorders 


Psychophysiologic autonomic and visceral disorders 


Psychoneurotic reactions 
Personality disorders 
Alcoholism (addiction) 
Transient situational 
personality disturbance 
Mental deficiency 

Mental disorder, undiagnosed 


Without mental disorder 


Grand Totals 


shows that the chronic undifferentiated type 
is the most prevalent, constituting 59 per 
cent of the cases. It was also pointed out by 
Moffson? that hospitalization for psychosis 
in Africa was determined either by an acute 
onset or by exhaustion of the family or 
tribal resources by an extended illness. As 
mentioned before, Negro culture is known 
to be considerably more tolerant of deviant 
behavior, especially in the lower socioecono- 
mic group. Behavior which the white man 
would label psychopathic is often only a 
means of upholding prestige in the under- 
privileged Negro. This is expressed in the 
management of money, in membership in 
clubs with fancy names, and in religious 
observances which are somewhat deviant 
by other cultural standards. It is felt that 
in North Carolina the Negro generally seeks 


Morganton 


% of Total % of Total % of Total % of Total 


Raleigh Goldsboro Butner 


24. 


1.5 


100.0 100.0 100.0 


hospitalization only as a last resort. His 
reluctance to admit members of the family, 
along with the stigma attached to admis- 
sion to a state hospital, superimposed upon 
the inadequate facilities for the care of 
Negroes in the past, leads to the assump- 
tion that only one half, if not less, of the 
schizophrenics in the Negro population of 
North Carolina are accounted for. A true 
picture could be made only from a complete 
survey of the entire Negro population. 


Diagnosis 

The matter of diagnosis is also of great 
importance. Diagnoses vary widely from 
country to country and from one hospital 
to another. Different frames of reference 
are used by clinicians, and this may also 
influence the number of schizophrenics 
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Table 4 


First Admissions for Schizophrenia 


No. Per Cent 
153 24.0 
119 9.7 
26.3 
49.3 


Hospital 
Morganton 
Raleigh 


Butner 239 


Goldsboro 367 


reported by the State Hospitals in North 
Carolina. The number of first schizophrenic 
admissions could be higher or lower depend- 
ing on the diagnostic crietria applied. 


Generally, however, Bleuler’s criteria 
were employed for the diagnosis of schizo- 
phrenia in the cases reported. When after 
clinical observation for two to four weeks 
the patient was found to have inappropriate 
affect, morbid ambitendency and ambival- 
ence, a tendency to replace reality by fan- 
tasy resulting in various manifestations of 
autism, and the typical loosening of the 
association links in the thinking processes, a 
diagnosis of schizophrenia was given. The 
importance of the differential diagnosis 
must also be recognized. 

Occasionally I have seen patients at this 
hospital, as well as in the emergency room 
and outpatient psychiatric facility at North 
Carolina Memorial Hospital, who presented 
a Clinical picture resembling that of 
schizophrenia. These patients, some of 
whom are Negroes, present anxiety, depres- 
sive, hysterical, and dissociative reactions 
with feelings of depersonalization and de- 
realization. Proctor™ also has pointed out 
the similarity between hysteria and schizo- 
phrenia, especially in the splitting of the 
personality which is common to_ both. 
Federn't has suggested that the difference 
lies essentially in the fact that in hysteria 
the split-off or dissociated part of the ego 
is repressed, while in the schizophrenic it 
remains conscious. The cases described 
above are not included in our classification 
of schizophrenia. 


Comparison of Rates at North Carolina 
State Hospitals 


In tables 3 and 4 the incidence of schizo- 
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Table 5 
Distribution of Schizophrenia by Race 


White Negro 
Raleigh 119 


Morganton 153 


Butner 239 Goldsboro 367 


Total 511 Total 367 


Average rate per 
100,000 population: White—16 
North Carolina population for 1958 (estimated) 4,549,000. 


Negro population—1,364,700, or 30% of total. 


Negro—26.9 


phrenia in first admissions to North Caro- 
lina state hospitals is shown to be as follows: 


Morganton 24.0% 
Raleigh 9.7* 
Butner 26.3 
Goldsboro 49.3 


*Or 14.1 when the large number of alcoholic admissions 


are excluded. 


The Goldsboro figure of 49.3 per cent is 
significantly higher than that at the other 
North Carolina state hospitals. This figure 
compares closely with the figures in the 
State of New York for the period October 1, 
1949 to September 30, 1951, where schizo- 
phrenia accounted for 45.2 per cent of the 
Negro first admissions and only 26.9 of the 
white admissions. 

The apparent rate of schizophrenia per 
100,000 population in North Carolina is 16 
for the white and 26.9 for the Negro popula- 
tion. In New York the corresponding figures 
are 33.2 for the white and 101.1 for the 
Negro. The figures here are less striking; 
however, it would be worth while to in- 
vestigate the element of chance. On the 
basis of the estimated population, 263 first 
admissions in the Negro would be expected 
to be diagnosed as schizophrenia. The actual 
number was 367, or 104 more than expected. 
By chi square analysis this difference could 
be due to chance less than one time in a 
thousand. In other words, the difference is 
not due to chance, but rather to causes 
known or unknown. 

An attempt has. been made to compare 
the incidence of schizophrenia in Negro ad- 
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missions to Goldsboro from the districts 
served by the Raleigh and Morganton state 
hospitals. Table 7 shows the_ incidence 
among first admissions from these districts. 
48.0% 
58.4% 


Raleigh district 
Morganton 


The sex distribution was approximately 
equal, as was the distribution between rural 
and urban areas (table 6-B). It is therefore 
concluded that there is no great difference 
in the percentage of schizophrenic first ad- 
missions by district, by sex, or by rural- 
urban areas. 


Predisposing Factors in the Negro Race 


Migration 


Malzberg'’ points out the importance of 
migration in the incidence of mental illness 
in the Negro. Carothers’ also presents 
evidence that the rate of hospitalization for 
mental disorders rises in proportion to 
the number of the tribe employed away 
from home, meaning that migration and 
detribalization tend to increase the rate of 
hospitalization for mental disorders; how- 
ever, he does not present specific data for 
schizophrenia in this connection. 


In this study particular attention was 
paid to the effect of migration. This was 
found to be a negligible factor in first ad- 
missions for schizophrenia, constituting only 
0.91 per cent of the total (table 6-B). In the 
initial survey of schizophrenic admissions 
to Goldsboro, 147 were first selected as 
potential migrants. A more thorough evalua- 
tion, however, disclosed only 4 true mig- 
rants. From the 147 initially selected it was 
interesting to discover that 51 became mig- 
rants after the onset of the disease, and that 
the majority migrated North—New York, 
Baltimore, Philadelphia—as a result of 
difficulties within the family and environ- 
ment. Five of these patients traveled ex- 
cessively in all directions of the country. 
These facts support the view that the sick 
Negro tends to leave his home and environ- 
ment—usually to migrate North. This was 
also pointed out by Malzberg. The aspects 
of the evaluation are dealt with in a sep- 
arate paper’®. 
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From the available data it would appear 
that the higher incidence of schizophrenia 
in the Negro race in North Carolina is in- 
dependent of migration, and that it is not 
due to chance. The causes must be sought 
for in the heredity, genetic-dynamic forces, 
culture, and stress. 


Socioeconomic status 


As seen in the following abstract from 
table 6-B, Negro schizophrenic admissions 
to Goldsboro came mostly from the lower 
socioeconomic group. 


Occupation Male 
Farming 20.5% 
Odd jobs 40.3 
None 10.6 
Domestic 

Totals 71.4 


Skilled 21.6 
Professional 
Totals 23.9 
Lower-paying jobs constitute 71.4 per cent 
of the male and 86.2 per cent of the female 
employment. It can be seen that 65.8 per 
cent of the women patients had held domes- 
tic jobs. Table 6-A and table 8, which is a 
condensation of the previous table, shows 
that formal education in the majority of 
cases is six grades or less. From these data 
it becomes apparent that we are dealing 
with persons coming from the lower socio- 
economic groups. Lin' also stressed the 
higher rate of schizophrenia in this group. 
Socioeconomic factors cannot alone ac- 
count for the higher incidence of schizo- 
phrenia in the Negro race. An attempt is 
made therefore to discuss the etiologic 
forces and factors which are peculiar or 
specific to the Negro. 
The hereditary factors are not discussed 
because of the lack of material. 


Family structure 


The family structure of the American 
Negro cannot be overlooked. His is a mat- 
riarchal family. As far back as slavery times 
the mother was more or less the center of 
the home. She held the family together and 
the children moved with her wherever she 
was put to work. The marriage even then 
was unstable, and the father felt little emo- 
tional attachment to the family. It was the 
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5.1% 
11.2 
65.8 | 
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Table 6-A 


Distribution of First Schizophrenic Admissions to Goldsboro Hospital 


by Marital Status, Ages, and Education 
TOTAL: 367 


Male Female Average 
Marital Status No. % No. % % 
Married 42.8 61.8 52. 

Single Es 80 46.8 53 36.9 


Divorced 4.6 10 5.1 4.9 
Unknown 4.6 3 1.5 3.0 

171 100.0 196 100.0 100.0 


Age 


(Years) 


10-14 
15-19 
25-29 
30-34 


60-over 
Unknown 


Education 


None 5.4 10 5.1 5.3 
2nd Grade 2.9 3 1.5 2.2 
ith Grade 15 8.8 3.6 6.2 
5th Grade ___ 5.8 14 6.4 
6th Grade 17.6 48 24.5 21.1 


7th Grade 
8th Grade 


College 3 years pres 


College 4 years 
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Table 6-B 


Distribution of First Schizophrenic Admissions to Goldsboro Hospital 
by Occupation Migration, and Duration of Disease 


July 1, 1957, through June 30, 1958 


Occupation 
Migrants 
Farming 
Odd jobs 
Skilled 
Professional 
Domestic 
Unknown 


None 


Rural 
Urban 


Unknown 


Duration of illness 
0-1 week 
2-3 weeks 
1-3 months 
6-11 months 
1 year or over 


Unknown 


mother who got the better job on the planta- 
tion, working in the house, and had certain 
advantages over the husband. This situa- 
tion remains to date. The Negro woman 
generally has a better chance for steady and 
sustained employment and is recognized as 
the responsible member of the family. This 
is especially true in the lower class 
(Frazier'?). The Negro husband and father 
still plays a secondary role, and is usually 
regarded by the woman as unstable and 
unreliable. 

These factors have a great influence on 
the growing Negro child. The mother, 
usually working, is burdened with respon- 


Female Average 
No. % % 


0.98 0.91 


Male 


12.8 
22.2 


12.9 


4.7 


10.6 


100.0 100.0 


49.7 ¢ 18.0 
19.4 


7.0 2.6 


100.0 100.0 


18 


171 100.0 196 100.0 100.0 

sibilities and frustrated in her role. Besides 
rearing her own children, which are usually 
many, she has to work away from home in 
domestic jobs, often taking care of white 
children. Normally, a child shows an intense 
dependence upon his mother during his 
early development, but it is very difficult 
for the growing Negro child to achieve this 
interpersonal closeness. Cohen and others? 
have pointed out that he is often unable to 
establish a mature relationship based 
on recognition of others as whole separate 
persons. He thus experiences frustrated 
dependency needs, with hostility toward 
the mother, and often suffers severe emo- 


155 

No. % 

35 20.5 10 5.1 

ae 69 10.3 8 1.1 
2.3 8 11 3.2 

| 129 65.8 32.9 
8 || 1] 5.6 5.1 

— 18 22 11.2 10.9 
171 100.0 

74 46.3 

171 100.0 

a 23 13.5 21 10.7 13:4 

17 10.0 20 10.2 10.1 
t 19 11.1 39 19.9 15.5 

12 7.0 18 9.2 8.1 
62 26.2 80 40.8 38.5 

38 22.2 9.2 15.7 
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Table 7 
Geographic Distribution 


Diagnosis Raleigh District Morganton District 
Total Male Female Total Male Female 
% % % % % % 
Involutional psychotic reaction 4.1 2.3 2. 2.5 6 1.9 
Manic-depressive reaction 1.7 6 1. 1.2 1.2 
Psychotic depressive reaction EY 6 A; 1.9 1.2 6 
Schizophrenic reaction 18. 22. 26. 58.4 28. 30.5 


Table 7 shows the percentage of schizophrenic almissions to Cherry Hospital from the Raleigh- 


Morganton Districts. 


Table 8 
Education* 
Per Cent 

Unknown - 5.0 
Ist-5th grades 21.8 
6th grade 21.1 

Total 53.2 
High School 15.5 


“Abstracted from Table 6-A 


tional deprivation, with lack of opportunity 
for self-expression and the formation of a 
positive self-image. 

In interviews with Negro schizophrenic 
patients at Goldsboro, one is always im- 
pressed by the amount of frustration and 
hostility involved in talking about the 
mother. Also because of the above factors, 
the father is unable, being the weaker and 
more unstable member of the family, to 
give emotional support to the growing child. 
This results in hostility toward the father 
and authority figures in general. All this 
causes resentment toward the whole 
world, and especially the members of his 
own race, in whom he sees and hates his 
own image. 


Ego ideal 


The frustration and_ difficulties in- 
volving the self-image established in early 
childhood are intensified in the phase of 


development wherein the child has to make 
identification. The Negro here is character- 
ized by frustration as far as the ego ideal is 
concerned. Since his early upbringing the 
world for him has appeared hostile, and 
quite often he is unable to find a person to 
identify with. Even if he is able to identify 
with some important person in the white 
world, the identification is a hostile one. 

This can be seen also in the delusions or 
hallucinations of the Negro schizophrenic. 
Here he usually imagines himself as a very 
important white person, such as the Presi- 
dent of the United States or some other 
nationally known figure. There was only 
one male schizophrenic at Goldsboro who 
identified with a nationally known Negro 
boxer, and a few young patients who identi- 
fied with Negro rock-and-roll singers. The 
importance of this factor is dealt with in a 
separate paper'’. 

Generally speaking, these dynamic forces 
are quite apparent in the growing Negro 
child, and the inner pressures lead to self- 
hate, depreciation, and a special concern as 
to skin color, body build, and social status, 
as pointed out by Bingham Dai'*. For the 
Negro, especially the female, the shade of 
her skin is of great concern. She has much 
higher marriage value and chance for ad- 
vancement if she is light-colored, while the 
male has more difficulty if he is lighter- 
colored than his mate. 

It is believed that skin color among 
Negroes is related to prestige. Darker-skin- 
ned persons are seen as having lower status. 
For this reason a light-skinned child may 
very early develop hostile feelings toward a 
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dark-skinned mother, or vice versa. Very 
light-skinned Negroes, especially those who 
can pass as white, lose their sense of belong- 
ing to either race and become more and 
more alienated and hostile. If this happens 
in a family of dark-skinned persons, or if 
one member of a light-skinned family is 
dark, the pattern of difference is started so 
early that problems are inevitable. In the 
case of one light-skinned child in a dark- 
skinned family, the question of true parent- 
age is sure to arise. Often such a child 
creates, through fantasy, a different father 
—commonly a prominent person, usually 
white. Our experience at Goldsboro has in- 
cluded an Eisenhower, home-town mayors, 
and the King of the Gypsies. This same kind 
of creation is noted in illegimate children, 
The factor of color differences may explain 
the great number of paranoid teen-agers”. 


External factors 


Besides his inner pressures, the Negro is 
subject to realistic external pressures 
specific for his race. His childhood and 
adolescence are cut short by the necessity 
of earning a living or contributing to the 
support of the family. He is forced to as- 
sume the responsibilities of survival at an 
early age, especially when the available 
jobs require little skill or education. Wil- 
son*! has also reported an increase in 
schizophrenia in the Negro because of segre- 
gation and the uncertainty accompanying 
cultural changes. As a result of these factors, 
it may be said that the lower class Negro 
family is extremely unstable and disorganiz- 
ed, providing a poor environment for the 
child’s growth and development. He lacks 
the necessary sources of gratification, self- 
expression, and integration for normal 
growth and development. The special Negro 
family structure, especially in the lower 
classes, together with the interaction of in- 
terpersonal, cultural, and socioeconomic 
factors, are of great importance in the 
Negro’s basic concept of himself. Under 
stress, many have to choose schizophrenia 
in order to avoid looking into the future, 
which is characteristic of the schizophrenic. 

The early frustration and difficulty in 
establishing positive object relationships 
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may account for the high incidence of 
schizophrenia and the low occurrence of 
manic-depressive psychosis in the Negro. 
At Goldsboro only 9 cases were diagnosed 
as manic-depressive as compared with 25 
at Raleigh and 46 at Morganton (table 2). 
As Cohen and others*? have pointed out, 
greater maturity is necessary for the de- 
velopment of manic-depressive psychosis. 
The Negro often is unable to develop a well 
integrated ego; instead it remains more or 
less immature and fragmented. In a person- 
al communication, Dr. Helen V. McClean of 
Chicago, expressed the same beliefs. 


Summary 


The rate of first admissions of Negro and 
white patients to mental hospitals in North 
Carolina and the State of New York are 
compared. The rate of Negro schizophrenic 
admissions are significantly higher than 
white admissions in both states. 

The majority of schizophrenic admissions 
to Goldsboro came from the lower scio- 
economic level, and this is felt to be one of 
the causative factors in the high level of 
specific and basic frustration in the Negro. 

Migration was a rare factor in North Caro- 
lina as compared to the State of New York. 

It is felt that the genetic and dynamic 
forces stemming from his specific family 
structure exposes the Negro to great and 
frequent frustration from early childhood. 
These specific forces in the Negro, closely 
interrelated with cultural, interpersonal, 
and economic pressures, are stress factors 
and may be responsible for the higher in- 
cidence of schizophrenia in the Negro race. 
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Dorothea Dix Hospital has been changing 
rapidly in the past decade. There are closer 
ties with the University of North Carolina, 
better cooperation with local physicians, and 
improvement in personnel. Both state and 
hospital administrations are attempting to 
develop the research potential of the hos- 
pital. Outpatient facilities and follow-up care 
of discharged patients are improving. 

Through all these changes there is in- 
creasing emphasis on the function of the 
state hospital as a diagnostic center. Some 
physicians in North Carolina now rely on 
Dorothea Dix for diagnostic evaluation, as 
well as for the traditional functions of 
therapy and custodial care. 


Review of Causes with Illustrative Cases 


This paper is a partial review of treatable 
organic causes of psychosis seen at Dorothea 
Dix from July, 1959 to July, 1960. These 
are problems which will continue to occur 
in North Carolina and which can sometimes 
be managed without hospital commitment. 


From Dorothea Dix Hospital, Raleigh, North Carolina. 


Treatable Organic Psychosis in a State Mostal Hospital 


GrorGE Pautson, M.D. 


WILLIAM BELLAMY, M.D. 


RALEIGH 


Infection 


A 52 year old single woman became despondent 
after her stepmother died, leaving her alone 
with an irrascible father. After several months 
of depression she became confused, then de- 
structive and denudative. On admission she was 
thought to have a psychotic depressive reaction. 
She was disoriented at night and at these times 
stole the valuables of other patients. An electro- 
encephalogram revealed scattered slow waves, 
but was within normal limits, and the colloidal 
gold curve was 5554430000. After being given 
600,000 units of penicillin intramuscularly twice 
a day for 12 days, she was improved, and was 
discharged several weeks later with no indica- 
tion of mental illness. 

As every practitioner is keenly aware, the 
availablity of adequate treatment for early 
syphilitic infection has not erased the dis- 
ease. Among the patients who fail to get 
early treatment are those who appear to 
have a functional disorder. The treatment 
of central nervous system lues with penicil- 
lin has been well standardized’, and a total 
of 6,000,000 units is ample. A Wassermann 
test is desirable in all mentally disordered 
patients, and is given to all patients at Dix 
on admission. A Wassermann test would 
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seem equally desirable before commitment 
of mentally ill patients. 

Iixcept for lues, few infections have been 
the direct cause of commitment to Dix this 
year. Tubercular patients who are also 
psychotic are occasionally transferred here. 
At least one case of meningitis has been 
found on the admission ward, but the onset 
may have occurred after admission. 
Trauma 

Mettler and Crardell? report that the 
neurologic disorder most frequently missed 
in psychiatric institutions is brain trauma. 
Though trauma is particularly common on 
the chronic wards, unsuspected brain injury 
is sometimes present in new admissions. 
Often the injury is obscured by other fac- 
tors, aS in a recent confused and elderly 
woman admitted with a history of drug 
addiction and malnutrition. Hemiplegia 
developed in the patient soon after admis- 
sion, and after her death two days later a 
huge subdural hematoma was discovered. 
A happier result occurred in middle-aged 
alcoholic whose condition deteriorated on 
the ward and who then recovered when 
bilateral subdural hematomas were remov- 
ed by Dr. Horace Cupp in Durham, North 
Carolina. 

Strassman* has stated that at autopsy in 
a mental hospital 20 per cent of the patients 
past 60 had small subdural hematomas or 
membranes. Gross brain trauma is usually 
obvious at all ages, but even minor or un- 
known trauma may produce major brain 
damage in the aged patient. 


Poisoning 

This 50 year old part-time painter was hospital- 
ized at an academic center for two weeks because 
of visual hallucinations, confusion, and intract- 
able seizures. The spinal fluid pressure was 600 
mm., and trephination was performed repeatedly 
for a suspected subdural hematoma. He was 
transferred to Dix with a diagnosis of alcoholic 
encephalopathy. On admission he was severely 
confused, and there was marked papilledema 
bilaterally. He manifested weakness of the right 
sixth nerve and increased reflexes in the left 
arm and leg. Babinski’s sign was present bilater- 
ally. There was a dark line on the gums, and 
basophilic stippling was noted in the red cells. 
An electroencephalogram was diffusely abnor- 
mal, with scattered slow waves. The blood lead 
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level a week after admission was 0.18 mg. per 100 
ce. (normal, 0.01-0.06 mg.). The patient was given 
calcium disodium versenate, two tablets four 
times a day for 20 days, and was asymptomatic 
30 days after admission. On discharge he spon- 
taneously attributed his illness to white whiskey 
distilled through an old and frequently soldered 
automobile radiator. 

In the past lead paint was a common 
source of lead poisoning. A more recent 
source in North Carolina is alcohol distilled 
through non-copper stills. Basophilic stip- 
pling, a lead line on the gums, signs of 
organic brain disease, and a high degree of 
suspicion are all helpful in making the diag- 
nosis. Calcium versenate, a chelating agent 
which increases lead excretion, is indicated 
in most cases of lead intoxication. 

Arsenic and bromide are two other metals 
which create medical problems in North 
Carolina. There have been only 2 recognized 
cases of arsenic poisoning at Dorothea Dix 
this year, and neither was severe. In the 
first six months of this year 6 patients were 
admitted with a serum bromide level of 
more than 200 mg. per 100 cc. An additional 
9 patients had levels between 50 and 200 mg. 
per 100 cc. In no case was bromide intoxica- 
tion mentioned on commitment papers, and 
apparently none of these patients had had 
bromides prescribed by local physicians. 
The most common source was Miles’s Ner- 
vine, and occasionally Bromo-Seltzer and 
Neurosine. Salt and diuretics was the usual 
treatment of the patients with higher 
bromide values. All these patients recover- 
ed from bromism, although more than half 
required further treatment for underlying 
psychiatric disease. 

Drug reactions 

Approximately 10 per cent of the emer- 
gency psychiatric admissions, aside from 
drug and alcoholic commitments, are clear- 
ly related to a drug-included toxic state. 
Some of the most bizarre reactions are 
those related to phenothiazine derivatives. 
These drugs, particularly prochlorperazine 
(Compazine) and trifluroperazine (Stela- 
zine), can produce anxiety, spasms of the 
neck and shoulder muscles, involuntary 
tongue movements, and even severe gen- 
eralized dystonia. At least 2 patients with 
such reactions have been admitted here this 
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year, both with retroflexion of the neck 
and protrusion of the tongue related to 
prochlorperazine. Both cases had been diag- 
nosed as hysteria before admission. This 
type of case is frequently reported in the 
recent medical literature; and treatment 
with caffeine, anti-parkinsonian drugs, or 
Benadryl is usually effective. In this, as in 
other drug induced neuropsychiatric dis- 
orders, the fundamental treatment is with- 
holding the toxin. 

Aging 

Aged patients present a particular prob- 
lem in view of the large number admitted 
(almost 400 a year) and the preponderance 
of general physical illness in this group. 
Most of the aged patients with organic brain 
disease have diffuse neuronal and cerebro- 
vascular disease. Even if associated general 
disabilities are adequately treated, the 
majority of these patients never leave the 
hospital. 

Unquestionably nutritional factors are 
still a feature in some admissions, though 
pellagra is now rare. Some of our elderly 
patients are malnourished on admission, 
with a smooth red tongue and moderate 
dehydration. Though routine laboratory 
tests are usually normal, on receiving vit- 
amins and food these patients improve phy- 
sically and mentally. 

Another factor of definite but unmeasur- 
able importance is decline in sensory func- 
tion in the aged. About 4 out of 10 patients 
admitted to the senile ward have cataracts 
or decreased hearing, or both. Experiments 
on sensory deprivation in normal people 
have demonstrated the rapid development 
of psychosis with isolation from environ- 
mental stimulation. Many elderly people 
are separated not only from familial, 
social, and vocational environments but 
from the worlds of sight and sound as well. 
Nevertheless, it is difficult to prove that 
the mental status of these aged patients 
would be better if sight and hearing could 
be improved. 

Newly admitted senile men frequently 
have a imoderately elevated blood urea 
nitrogen. Since only one prostatectomy was 
done this year at Dorothea Dix, apparently 
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urinary retention and uremia is not a com- 
mon cause of admission here. 

For six weeks patients admitted consecu- 
tively to the male geriatrics ward had a 
lumbar puncture and skull roentgenograms 
in an effort to detect treatable central 
nervous system disease. These procedures 
were limited to patients with a diagnosis of 
organic brain disease, and appeared mod- 
erately fruitful in this small series (table 1). 


Brain tumor 

A 57 year old woman began to manifest with- 
drawal tendencies and mild confusion six months 
before admission. Emotional lability and some 
slowness of speech was present for two months, 
On admission she was depressed and lethargic. 
Routine physical examination was unremark- 
able. Repeat neurologic examination several 
weeks after admission revealed apathy, variable 
aphasia, and increased tone of the right arm. 
The cerebrospinal fluid protein was 88 mg. per 
100 ce. An electroencephalogram was diffusely 
abnormal. A penumoencephalogram revealed a 
mass on the left side, and Dr. LeRoy Allen re- 
moved a huge meningioma from the left frontal 
area and a smaller and completely separate 
meningioma from the left parietal area. She 
recovered uneventfully from the operation and 
returned home without symptoms or signs of 
disease. 


Most psychiatrists are quickly alerted by 
symptoms suggestive of brain tumor,. and 
are disturbed if a tumor is overlooked. Gen- 
eral practitioners are also distressed by 
missing a tumor; though the social and per- 
sonal significance of failure to recognize a 
depressive illness, for example, may be just 
as catastrophic to the patient. In most men- 
tal hospitals the size of Dorothea Dix, ap- 
proximately one patient with brain tumor 
is admitted each month. In the past year, 9 
have been seen at Dix. 

Slow growing tumors, tumors in relative- 
ly silent areas (such as frontal lobes), and 
tumors in aged patients are the ones most 
likely to be found in admissions to a state 
mental hospital. Headache, vomiting, and 
papilledema are frequently absent. A long 
history and location of the tumor in a silent 
area would tend to indicate good surgical 
prognosis for many of these cases. A mistake 
in diagnosis is the only reason for admitting 
a patient with an untreated brain tumor to 
Dorothea Dix. 
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General medical problems 

Occasionally patients are admitted to Dor- 
othea Dix for a mental disorder which is 
only one symptom of a general medical prob- 
lem. 

Cerebral emboli: A 56 year old woman was 
admitted to another hospital for acute myocardial 
infarction and was transferred to Dix 18 days 
later because of progressive mental confusion. 
An electrocardiogram revealed changes of recent 
anterior infarction; the sedimentation rate was 
43 mm. per hour, and the white blood cell count 
was 14,000. Neurologic examination and cerebro- 
spinal fluid were normal. A few days later shock 
developed, the blood urea nitrogen was elevated, 
and the patient died after her temperature had 
risen to 108 F. Autopsy demonstrated arterios- 
clerotic nephritis, extensive infarcts of the heart, 
mural thrombi of the left ventricle, and embolic 
infarcts of the brain. She had never received 
anticoagulants. 

Another patient was referred for treat- 
ment of peculiar behavior and persistent 
abdominal pain. The admission physical ex- 
amination revealed ascites, an enlarged and 
apparently nodular liver, and edema of the 
legs. A biopsy of the liver revealed adeno- 
carcinoma of undetermined origin. The pa- 
tient was thus primarily a medical diagnos- 
tic problem and has been on the medical 
ward since admission. In the past year pa- 
tients were frequently admitted directly to 
this ward for emergency diagnostic or treat- 
ment procedures. 

Other organic conditions have been iden- 
tified at Dorothea Dix this year, some of 
which are uncommon but treatable, such as 
pernicious anemia and hypothyroidism and 
hyperthyroidism. Probably other metabolic 
disorders or endocrinopathies are unrecog- 
nized even after admission. A larger num- 
ber of patients were admitted with mental 
disease related to strokes, convulsive dis- 
orders, and birth injury. There is usually no 
question of diagnosis or of the need for ad- 
mission of this group. 


Comment 


The large number of patients and the va- 
riety of problems they present indicate the 
necessity for extensive diagnostic facilities 
at state mental hospitals. The wide range 
of diagnostic problems also points out the 
continuing need for careful consideration 
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before patients are sent to a mental hospital. 

The substantial percentage of patients 
with treatable organic disease admitted to 
Dorothea Dix Hospital poses two problems: 
(1) Is the diagnosis and care of such pa- 
tients the proper function of a state mental 
hospital? (2) How can the percentage of 
such admissions be reduced? 

Regarding the proper function of a state 
mental hospital, the answer depends upon 
the facilities, the citizens of the state, and 
the physicians of the state. Since the ulti- 
mate decision for commitment is often made 
by private practitioners of North Carolina, 
to a large degree admission policies of the 
hospitals are determined by the private 
practitioners. 

Regarding the second question, the ideal 
way to reduce admissions for organic brain 
disease is to diagnose and treat such patients 
before deciding on admission. Of fundamen- 
tal importance is the separation of organic 
from non-organic symptomatology. Confus- 
ion, difficulty with memory and judgment, 
decline in intellectual achievement, and 
shallow or inappropriate emotional respon- 
siveness are all prominent in the organic 
syndrome. All these symptoms can some- 
times occur with “functional” mental dis- 
orders, and the key to detection of organic 
disease in a psychotic patient is the alert- 
ness of the patient’s physician. 

In addition to a detailed history and ex- 
amination, the following procedures are in- 
dicated in some cases of suspected organic 
disease before commitment to a state hos- 
pital: (1) Wassermann test; (2) skull roent- 
genograms; (3) lumbar puncture; (4) blood 
urea nitrogen; (5) test for bromides; (6) in 
special cases, several days of isolation from 
all drugs and from the family. 

The authors are grateful to Drs. Walter Sikes, 
Myron Sandifer, and Mrs. Margie Weathers for 
advice and assistance. 
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Cervical Carcinoma — The Use and Abuse 
of Diagnostic Methods 


FRANK C. Greiss, M.D. 


AND 


FRANK R. Lock, M.D. 
WINSTON-SALEM 


“The chance for recovery from cancer is 
inversely related to the extent of the disease 
when treatment is instituted; therefore, the 
early diagnosis of cancer is mandatory if 
good results are to be obtained.’’! 

In 1949 Lock and Caldwell recommended 
routine biopsy of every abnormal cervix. In 
their experience, this simple expedient im- 
proved early diagnosis to the degree that of 
all cases of cervical carcinoma detected, the 
number of Stage I and Stage II lesions in- 
creased from 33 per cent to more than 70 
per cent. In the past decade, preinvasive 
squamous-cell carcinoma (carcinoma in 
situ) has been accepted as a distinct patho- 
logic entity, and exfoliative cytology has 
become generally available as a screening 
method for cervical cancer. As a _ result, 
preinvasive and preclinical invasive lesions 
as well as occult endocervical lesions are 
being diagnosed with increasing frequency. 

The efficacy of routine annual cervical 
smear studies has been confirmed by cancer 
survey programs. For example, in Colum- 
bus, Ohio, such a screening program re- 
versed the percentages of clinical stages of 
cancer detected*. Prior to initiation of the 
program, 86 per cent of all lesions detected 
were Stage II, III or IV, whereas after one 
year of screening, 86 per cent of lesions 
were Stage 0 (preinvasive) or Stage I. Of 
greater importance is the fact that in 73 per 
cent of the patients in whom cancer was 
found, the disease had not been not suspect- 
ed. In New York City*, exfoliative cytology 
utilizing direct cervical smears was the pri- 
mary means of detection for 91 per cent of 
cancers found. All these lesions were prein- 
vasive. The cytologic false negative errors 
were less than 10 per cent for a single 
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examination. Since this error becomes quite 
small with repeat examinations, it was con- 
cluded that when cervical cytology is in- 
cluded in an annual examination of cancer- 
free women, deaths from cervical carcinoma 
should be almost wholly preventable. Such 
has been the progress in early cancer detec- 
tion, progress that far outweighs improved 
therapeutic methods of supervoltage radia- 
tion, chemotherapy, and radical surgery. 

Preinvasive Carcinoma of the Cervix 

Essential to the use of improved diagnos- 
tic methods is a full understanding not only 
of their interpretation and limitations, but 
also of the basic disease process in the cer- 
vix. By definition, squamous-cell carcinoma 
in situ is confined to the surface epithelium. 
Most often it arises at the squamocolumnar 
junctional area and may be present on the 
portio vaginalis and in the endocervix. 
Although tumor cells may extend into and 
replace endocervical glands, this does not 
constitute invasion. Regardless of their 
location, neoplastic cells completely replace 
the surface epithelium, but do not extend 
below the basement membrane into the un- 
derlying stroma. From indirect evidence* 
it is quite probable that after a variable 
tenure in the intraepithelial location, the 
neoplastic cells do penetrate into the cer- 
vical stroma, becoming frankly invasive. 
It is not unusual to find invasive carcinoma 
surrounded by or interspersed with areas 
of preinvasive disease. Statistics indicate 
that preinvasive cervical cancer may be 
present up to 8 years before becoming in- 
vasive*. During this entire time detectable 
malignant cells are exfoliated. 

If cervical smears are performed annual- 
ly, the natural history of the disease pro- 
vides latitude that should compensate for 
the low percentage of false negative cyto- 
logic errors, so that cervical carcinoma may 
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be diagnosed while it is almost completely 
curable. 


The Papanicolaou Smear 


The superficial cells continuously exfoli- 
ated from vaginal and cervical mucosa may 
be evaluated very accurately by cytologic 
methods*. Considerable importance must be 
placed on the site from which smears are 
taken and on the method used. Comparative 
studies’ demonstrate that smears obtained 
directly from the cervix and endocervix 
yield the highest number of positive cells 
and are most valuable for the diagnosis of 
early lesions. Malignant cells are not present 
in the vaginal pool (posterior fornix) until 
later in the disease process, as indicated by 
a false negative rate of 22 per cent. How- 
ever, since cells exfoliated from the vagina 
and endometrial cavity are usually present 
only in the vaginal pool, specimens should 
be obtained from all three sites in order to 
utilize the maximum scope of the method. 

Cells may be recovered easily from the 
cervix by gentle 360-degree scraping of the 
squamocolumnar junction with a wooden 
spatula or tongue depressor, and from the 
endocervix by insertion and rotation of a 
cotton applicator stick. Since accurate in- 
terpretation depends on proper smear pre- 
parations, the following factors should be 
considered: (1) Smears obtained during a 
menstrual period contain blood and necrotic 
cells and few cervix cells; (2) a pre-examin- 
ation douche removes the majority of ex- 
foliated cells from the vaginal pool; (3) 
contamination with lubricating jelly pre- 
vents proper staining of the smears; (4) 
smears must be fixed immediately since 
drying obscures cytologic characteristics; 
and (5) smears obtained too soon after 
cauterization can contain abnormal cells 
regardless of the underlying lesion. 

The following cytologic diagnoses are 
reported by our Department of Pathology 
and are representative. Class I and II 
smears include those with normal or 
atypical cells, and do not imply malignancy. 
Classes III, [IV and V smears contain cells 
which respectively are suspicious for, sug- 
gestive of, and conclusive for malignancy. 
Class III smears may be recovered from 
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benign or malignant lesions. Malignant 
lesions have been found in up to 42 per cent 
of patients with such smears*. Class IV and 
V smears regularly are associated with pre- 
invasive or invasive carcinoma. These 
lesions, however, cannot be differentiated 
by cytologic examination alone. Reports of 
Papanicolaou smears are only cytologic 
diagnoses. Since the definitive diagnosis of 
malignancy requires histologic confirma- 
tion, recovery of a positive cervical smear 
compels one to secure a tissue diagnosis. 
Conization of the Cervix 

The cervical smear is an excellent screen- 
ing technique because of its accuracy and 
broad scope. Exfoliated cells should be re- 
covered from the entire portio vaginalis and 
endocervix. This broad scope presents a 
dilemma, however, when a positive smear is 
recovered from a normal-appearing cervix. 
If a chance focal or four quadrant punch 
biopsy fails to reveal malignancy, the entire 
squamocolumnar junction and _ adjacent 
cervix must be removed for step-section 
and histologic examination. Even if random 
biopsy, biopsy from a Schiller positive area, 
or biopsy of a gross lesion recovers a pre- 
invasive carcinoma, one cannot be assured 
that invasive cancer is not present until 
the entire cervix is similarly examined. To 
secure this tissue, knife conization of the 
cervix has evolved, not as a replacement 
for punch biopsy, but rather as a comple- 
mental method when punch biopsies are 
either inappropriate or inadequate. Un- 
fortunately, this evolution of diagnostic 
procedures has been overlooked in the cur- 
rent trend toward diagnosis of grossly in- 
vasive lesions by conization. Often punch 
biopsy is bypassed for an unnecessary con- 
ization procedure. 

Overenthusiasm for conization has had 
unfavorable sequelae. While the _ initial 
observer is in an ideal position to evaluate 
precisely the clinical stage of the malignant 
process, this opportunity is denied the 
therapist when conization intervenes. More- 
over, removal of gross tumor often precludes 
one of our most important therapeutic 
guides—the tumor response to radiation. 


Removal of an adequate cone of tissue 
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consitutes a considerable reduction of the 
total cervical tissue mass. Since adequate 
tissue mass permits more ideal local tumor 
radiation without overtreatment of the 
adjacent bladder and rectum, diminution of 
the cervical mass may complicate local 
radiation. 

It has been demonstrated that invasive 
malignant lesions shed tumor cells into the 
circulating blood’*. Moreover, local trauma 
or manipulation of a malignant lesion can 
cause a further showering of tumor cells 
into the blood stream*. Conization or dilata- 
tion and curettage is sufficiently traumatic 
to produce this effect and is a calculated 
risk when either is indicated. The procedure 
can hardly be justified under other circum- 
stances. 

Finally, total hysterectomy for prein- 
vasive carcinoma performed within four 
months of conization is associated with in- 
creased febrile morbidity®. This possibility 
is unavoidable with carcinoma in situ. If 
radical hysterectomy for invasive cancer is 
elected after unnecessary conization, how- 
ever, the morbidity is avoidable. In this in- 
stance, postoperative pelvic infection pro- 
vides added insult to tissues partially de- 
vascularized by the operation. It may tip 
the balance toward ureteral or bladder 
fistulation. 

Indications for Cervical Conization 

From the above discussion it should be 
obvious that the very effective procedure of 
cervical conization should be reserved for 
those patients in whom specific diagnosis is 
otherwise unobtainable. With rare excep- 
tions, we believe that knife conization of 
the cervix for the diagnosis of malignant 
lesions is indicated only in the following 
circumstances: 

1. After a punch biopsy diagnosis of car- 
cinoma in situ. Coexistent preinvasive 
and invasive carcinoma have been 
mentioned previously. If the former is 
discovered by punch biopsy, the re- 
maining tissue is suspect for invasive 
cancer until it too can be examined. 
Cone biopsy of the cervix provides the 
only specimen adequate for excluding 

invasion. Therefore, knife conization 


of the cervix is a prerequisite for the 
diagnosis of carcinoma in situ. 
. For biopsy clarification. 
Cervical tissue obtained by punch 
biopsy or even by quadrant knife 
biopsy may be distorted sufficiently to 
make clarification between a preinva- 
sive and an invasive lesion impossible. 
Cone biopsy provides the pathologist 
tissue for adequate section and tissue 
orientation. 
3. After positive cytology is recovered 
from a normal appearing cervix. 
If an appropriate site for biopsy is not 
evident, the diagnosis of an invasive 
lesion from random punch_ biopsy 
would be fortuitous. Since recovery of 
preinvasive carcinoma by punch biopsy 
necessitates conization in all cases, cone 
biopsy should be the initial and defini- 
tive procedure on the “clean” cervix. 


bo 


Technique 


These comments would be incomplete 
without some description of the conization 
procedure itself. The portio vaginalis and 
the adjacent vagina should be painted with 
Lugol’s solution (Schiller test) prior to con- 
ization, and areas which fail to stain the 
normal mahogany color should be included 
in the cone unless the area of involvement 
is too extensive. The cone should include the 
entire squamocolumnar junction, at least a 
0.5 cm. of the adjacent portio vaginalis, and 
the entire endocervical canal distal to the 
internal os. 

The specimen should be excised by a 
scalpel or a similar cold cutting instrument 
rather than by the hot knife. The latter in- 
variably causes coagulation of tissue which 
may interfere with histologic interpretation. 
These comments also apply to punch biopsy 
and to the control of bleeding from punch 
or cone biopsy beds. Bleeding can be con- 
trolled by simple pressure, oxidized gauze, 
or suture, and the tissue remains suitable 
for subsequent histologic examination if 
necessary. 

Conization should be done in conjunction 
with and prior to dilatation and curettage. 
Initial dilatation of the cervical canal may 
strip away the only tumor present, especial- 
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ly the preinvasive variety. Similar caution 
should be taken not to traumatize the 
squamocolumnar junction. By this method 
an adequate untraumatized and undistorted 
cone biopsy can be obtained. 
Summary 

On occasion it is expedient that medical 
progress be reviewed and interpreted in its 
proper perspective. This is true of the 
Papanicolaou smear and cervical conization, 
since improved diagnosis of cervical car- 
cinoma by the proper application of new 
methods may be negated by their improper 
use. Annual physical examination including 
a complete pelvic examination and cervical 
cytologic examination must be encouraged. 
Due thought must be given to the timing, 
site, and preservation of cervical smears. 
Cytologic diagnoses must be interpreted in 
the light of the natural history of the under- 
lying disease process. Simple hysterectomy 
performed as definitive surgery for an 
isolated positive cervical smear or for pre- 
invasive carcinoma diagnosed only by 
punch biopsy is blind treatment and may 
well terminate in disaster. Similarly, con- 
ization of the cervix may compromise fur- 
ther treatment when punch biopsy is 
adequate for definitive diagnosis. 

It is hoped that these comments will 
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clarify thinking in one area of cancer diag- 
nosis so that maximum benefit to the patient 
may be realized. 
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When the early preparation is over, whether it be long or short, 
and this perplexed physician settles into practice he will need to worry 
about his patients. In fact, if he does not worry about his patients he is 
not likely to be a good physician. That does not mean that he should not 
play or have outside, even non-medical interests, or carry a lean and 
hungry look. The point is that when looking after a critically sick human 
being or even when the situation does not appear serious (for we often 
find out only later that a minor sign or symptom was the first tell-tale 
clue of some vital mortal process) we must constantly ask ourself, “What 
may I be overlooking that is important.’—-Levine, S. A.: Worry—Where 
Will It Get You? The Pharos 23: 213 (Oct.) 1960. 
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Diagnosis, exposure, occlusion, resection, 
and grafting describe the surgical treatment 
of ruptured aneurysms of the abdominal 
aorta. This story has been repeated many 
times in the past 10 years, yet the reported 
successful results number less than a hun- 
dred. Many times the surgical treatment 
has been successful, but concomitant disease 
has resulted in at fatal outcome. The degen- 
erative process which results in the an- 
eurysm formation also leaves its mark on 
other vital organs which fail to recuperate 
from the shock of the retroperitoneal hemor- 
rhage. The mortality rate in the surgical 
treatment of this condition is 33 per cent, 
according to Debakey', yet it is 100 per cent 
fatal in the untreated cases. It is extremely 
rare for a ruptured aneurysm to “heal it- 
self” and be followed by a long life span. 
Gliedman* has shown that 49 per cent of 
patients with palpable aneurysms die from 
rupture. Of those patients with aneurysms 
over 7 cm. in size, 80 per cent were dead 
within one year from rupture. The presence 
of an aneurysm, especially a large one, im- 
plies a short life expectancy. 

One factor that favors the surgical treat- 
ment of a ruptured aneurysm is that 75 per 
cent of these aneurysms are located below 
the renal arteries'. This allows cross-clamp- 
ing of the aorta without the aid of hypother- 
mia or perfusion to protect the kidneys. If 
the renal arteries or superior mesenteric 
vessel is involved, more elaborate and in- 
genious techniques are required. A second 
factor that aids the surgeon is a latent period 
between the onset of pain from initial rup- 
ture and total collapse. This period may be 
as long as 24 to 36 hours, but of course it is 
immeasurable and cannot be depended on to 
justify procrastination. Once the diagnosis 
is made, therefore, if surgery is to be at- 
tempted, no time should be lost in restoring 
blood volume and getting to work. The 
majority of these patients are old and are 
bad surgical risks; yet it is accepted that a 
minimum of preoperative preparation will 
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have to do, as too much delay may be fatal. 
Case Reports 
The following two cases illustrate the fact 


that judicial boldness may sometimes result 
in a successful outcome. 


Case 1 


A 65 year old man was first admitted to Moses 
Hi. Cone Memorial Hospital on April 14, 1959, 
with a 12-hour history of severe abdominal pain. 
Past history revealed that he had arrested 
pulmonary tuberculosis and suffered from 
chronic bronchitis and emphysema. Examina- 
tion revealed an elderly man with a_ tender 
pulsating mass just below the umbilicus. There 
was abdominal rigidity and rebound tenderness. 
The blood pressure was 145 systolic, 70 diastolic 
Hematocrit was 37 volumes per cent and the 
white blood cell count 23,000. 

The diagnosis was not clear, but the patient 
was cross-matched for transfusion and the op- 
erating room notified. As the abdomen was 
being prepared for operation, he had a generaliz- 
ed convulsion and went into vascular collapse. 
Administration of Levophed was _ started and 
positive pressure transfusions were given for 
resuscitation. He was taken to the operating 
room, and through a long mid-line incision from 
xiphoid to symphysis the abdominal cavity was 
found to contain approximately 500 cc. of fresh 
blood, with a large hemorrhagic pulsating 
aneurysm lying at the pelvic brim (fig. 1). The 
retroperitoneal space was opened and approxi- 
mately 1,000 cc. of clotted blood was found in 
both psoas areas. The entire abdominal aorta was 
laid bare past the ligament of Treitz, where the 
aorta appeared to be normal. The aneurysm, 
lying well below the renal arteries, was im- 
mediately freed from the vertebral column and 
clamped with a Satenski clamp. The iliac vessels 
at the inguinal ligaments were then isolated and 
clamped with bulldog clamps. From this point a 
more leisurely dissection of the hemorrhagic 
aneurysmal mass was done. The ruptured point 
was found to be just above the point of bifurca- 
tion on the left side into the retroperitoneal 
space. The aorta was removed completely, with 
the usual difficulty encountered around the vena 
cava and left iliac vein. The defect was repaired 
using a fabric graft of dacron. The upper anasto- 
mosis was carried out with running 3-0 black 
silk and the extremity anastomosis with a run- 
ning 5-0 black silk. The aortic graft was func- 
tioning nicely following placement, and it was 
then reperitonealized. 
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‘0 anticipate the harvest you must 
consider the seed from which the 
plant is grown. 


It is human nature to ask: “What's 
behind it?”The fact that our nation’s 
doctors stand behind Blue Shield, 
through their local medical socie- 
ties, is certainly an important reason 

or its widespread acceptance. One 
doctor summed it up this way:“The 
public will have faith in Blue Shield 
so long, and only so long, as we the 
doctors have faith in it and continue 


to endorse it.” BLUE SHIELD 
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YOUR CHOICE OF FIVE TOPICAL FORMS 


Aristoderm 


Foam Triamcinolone Acetonide 


7.5 ec. and 15 ce. 
push-button dispensers 
Neat, not messy or sticky— 
spreads readily without 
irritation or burning—for 
oozing, crusted, severely 
inflamed and injured skin 
or mucous membranes. 


Each cc. contains 
Aristocort Triamcinolone Acetonide,1mg. . . . 0.1% 
Neomycin Sulfate, 5 mg. . . 


Precautions: Contraindicated in herpes 
simplex. Sensitivity reactions to 
neomycin occasionally occur 


Aristoderm 


F oam 0.1% 


7.5 ec. and 15 ce. 
push-button 


dispensers 


Precautions: 
Contraindicated 
in herpes simplex 


Aristocort 


Triamcinolone 


Cream 0.1% Acetonide 
Tubes of 5 and 15 Gm. 


Precautions: 
Contraindicated 
in herpes simplex. 
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and allergic skin conditions .. . 
simple, sparing application — prompt, symptomatic relief — 


Aristocort 


Triameinolone Acetonide topl eals 


HIGHLY ACTIVE WHEN DIRECTLY APPLIED TO SKIN LESIONS 


A recent study has demonstrated the 
efficacy of triamcinolone acetonide 0.1 per 
cent in 222 patients with a variety of 
allergic and inflammatory dermatoses. 
The conditions included in the study were 
contact dermatitis, seborrheic dermatitis, 
neurodermatitis, atopic dermatitis, and 
pruritus vulvae. 


The anti-inflammatory and antipruritic 
efficacy of triamcinolone acetonide was 
shown by the prompt control of itching 
and resolution of affected areas. Cahn,. 
M. M., and Levy, E. J.: A Comparison of 
Topical Corticosteroids: Triamcinolone 
Acetonide, Prednisolone, Fluorometho- 
lone, and Hydrocortisone. 


Antibiotic Med. & Clin. Ther. 6:734 [Dec.] 1959. 


Aristocort Aristocort _ 
Ointment 0.1% | Eye-Ear Ointment 0.1% 
Tubes of 5 and 15 Gm. Tubes of % oz. 
ta" For inflammatory, 
allergic, infective eye at 
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LEDERLE LABORATORIES 


and ear conditions 


A Division of 
Acetonide . . . 1 mg. AMERICAN CYANAMID COMPANY 
Neomycin Sulfate 5 mg. Pearl River, New York 


Precautions: Contraindicated in herpes 
simplex. Sensitivity reactions 
to neomycin occasionally occur. 


Precautions: 
Contraindicated 
in herpes simplex 
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Concerning Your Health and Your Income 


THE MEDICAL SOCIETY OF THE STATE OF NORTH CAROLINA 
SPECIAL GROUP ACCIDENT AND HEALTH PLAN 
IN EFFECT SINCE 1940 


This is our 21st year of service to the Society. It is our aim to continue to lead the field in provid- 
ing Society members with disability protection and claim services as modern as tomorrow. 


SPECIAL FEATURES ARE: 


1. Up to a possible 7 years for each sickness (no confinement required). 


2. Pays up to Lifetime for accident. 
3. New Maximum limit of $650.00 per month income while disavled. 


All new applicants, and those now insured, who are under 55, and in good health, are eligible to 
apply for the new and extensive protection against sickness and accident. 


BENEFITS AND RATES AVAILABLE UNDER NEW PLAN 


. COST UNTIL AGE 35 COST FOR AGES 35 TO 70 
* Dismemberment 


Accidental Death Loss of Sight, Speech Accident and Annual Semi-Annual Annual Semi-Annual 
Coverage or Hearing Sickness Benefits Premium Premium Premium Premium 


5,000 5,000 to 10,000 50.00 Weekly $ 78.00 $ 39.50 $104.00 $ 52.50 
5,000 7,500 to 15,000 75.00 Weekly 114.00 57.50 152.00 76.50 
5,000 10,000 to 20,000 100.00 Weekly 150.00 75.50 200.00 100.50 
5,000 12,500 to 25,000 125.00 Weekly 186.00 93.50 248.00 124.50 


5,000 15,000 to 30,000 150.00 Weekly 222.00 111.50 296.00 148.50 
*Amount payable depends upon the nature of the loss as set forth in the policy. 


OPTIONAL HOSPITAL COVERAGE: Members under age 60 in good health may apply for $20.00 
daily hospital benefit—Premium $20.00 semi-annually or $40.00 annually. 
Write, or call us collect (Durham 682-5497) for assistance 
or information 


ALL CLAIMS ARE PAID IMMEDIATELY FROM OUR OFFICE. 


Administered by 
J. L. CRUMPTON, State Mgr. 


Professional Group Disability Division 
Box 147, Durham, N. C. 


J. Slade Crumpton, Field Representative 
UNDERWRITTEN BY THE COMMERCIAL INSURANCE COMPANY OF NEWARK, N. J. 


Originator and pioneer in professional group disability plans. 
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Figure 1 


The patient tolerated the procedure quite well, 
receiving 9 pints of blood before and during the 
operation. Upon return to the recovery room, 
his feet were warm and there were good peri- 
pheral pulses throughout. His recovery was un- 
complicated except for a slough on the medial 
aspect of the left leg caused by the Levophed 
drip. His urinary output was only 500 ce. for 
the first 24 hours and thereafter was normal. 

After 28 days of hospitalization, prolonged 
mostly because of the slough on his calf muscle, 
the patient was discharged. At the present time, 
24 months following his operation, he is fully 
ambulatory and asymptomatic. 


Case 2 


A 65 year old Negro man was admitted to L. 
Richardson Memorial Hospital, Greensboro, in 
November, 1960, complaining of severe abdominal 
pain which had been present for approximately 
three hours. The onset of pain had followed the 
ingestion of a barbecue sandwich. On admission 
his blood pressure was 220/110. Soon afterward 
the abdominal pain increased and the_ blood 
pressure collapsed. He became clammy, cold, and 
washed-out. 

Examination revealed a pulsating aneurysmal 
mass in the lower part of the abodmen to the 
left of the umbilicus. Past history revealed that 
the patient had had an operation for hernia 
on the right and had been treated for high blood 
pressure for the past four years. Blood transfu- 
sions were administered under positive pressure 
and he was immediately transferred to the 
operating room at this hospital. With the systolic 
pressure still below 100, light anesthesia was ad- 
ministered and the abdomen was opened through 
a long midline incision. The abdominal cavity 
contained approximately 500 cc. of blood-tinged 
fluid and a hemorrhagic, pulsating mass was 
present in the aortic bifurcation, extending far- 
ther into the left gutter than into the right. The 
aorta above the aneurysmal mass, at about the 
point of the duodenum, felt normal. The re- 
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Figure 2 


troperitoneal space was opened, and approximate- 
ly 1500 ce. of fresh and clotted blood were aspirat- 
ed as the abdominal aorta was exposed beneath 
the duodenum. By blunt dissection the aorta was 
freed from the vertebral column and _ inferior 
vena cava and clamped with a Satenski clamp. 
Positive pressure transfusions were rapidly ad- 
ministered and the blood pressure began to rise. 
The iliac vessels at the inguinal ligaments were 
isolated and clamped with bulldog clamps. At 
this point inspection of the aorta revealed that 
the aneurysm arose at the aortic bifurcation and 
primarily involved the left iliac artery, extend- 
ing down to its tunnel beneath the inguinal 
ligament. The aorta was divided above, and by 
blunt and sharp dissection it was freed from 
the vertebral column and the inferior vena 
cava. Several patent vertebral arteries were 
found and ligated. The inferior mesenteric artery 
was patent but was divided. The aneurysmal 
mass was removed together with the hypogastric 
artery on the left. 

The patient’s general condition was quite good, 
and repair was accomplished by inserting a 
Dacron graft and anastomosing it to the aorta 
with running 3-0 black silk sutures. The iliac 
limbs were closed with running 5-0 black silk 
sutures (fig. 2). During the operation heparin 
was instilled into the distal femoral arteries to 
prevent the formation of fibrin clots. Upon re- 
lease of the Satenski clamp good _ pulsations 
were felt down both legs. The entire sigmoid 
colon and mesocolon were hemorrhagic, but did 
not seem to be infarcted. The graft was peritone- 
alized as well as possible and the patient, having 
received 8 pints of blood, was returned to his 
room in good condition. 

The postoperative course was not complicated. 
During the first 48 hours the patient’s urinary 
output measured 100 cc. and thereafter slowly 
regained volume. The blood urea nitrogen rose to 
64, and he suffered some disorientation. There 
was an episode of diarrhea consisting of five to 
six loose stools a day on the seventh postopera- 
tive day, causing concern about the viability of 
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the sigmoid colon. This subsided, however, and 
the patient became fully ambulatory and was 
discharged on the fourteenth postoperative day. 
He has continued in good health and is fully am- 
bulatory and asymptomatic at the present time. 


Comment 


The immediate availability of compatible 
blood and commercially prepared fabric 
grafts made treatment of these two cases 
possible. Transthoracic exposure of the 
aorta to insure control of hemorrhage has 
been recommended?. This was not done in 
either of these two cases, as it was not feit 
necessary. If the hemorrhagic area is dis- 
turbed too much, the normal aorta above 
the aneurysm can be isolated and control- 
led. ‘This would not be possible, of course, 
if the aneurysm began in the area of the 
celiac axis. A thoracotomy adds tremendous- 
ly to the surgical insult, and more often than 
not is unnecessary. 

The use of heparin in the distal occluded 
femoral arteries seems logical in all cases. 
The oliguria demonstrated by these two 
patients is common to a majority of these 
cases, and undoubtedly reflects the dimin- 
ished renal flow accompanying shock be- 
fore surgical control of the hemorrhage is 
established. Indeed, many of the patients 
who have had successful grafts have ex- 
pired because of renal failure in the posto- 
perative period. Postoperative hemorrhage 
from the suture line in the anastomosis 
usually occurs from the first six hours to 
two weeks. These patients passed the 
critical period safely; however, delayed 
rupture into the duodenum with gastro- 
intestinal hemorrhage has been reported 
many times, and may occur at any time up 
to several years after the operation. This 
happened more often with the use of homo- 
grafts than with the fabric ones. Realizing 
the danger, we make every effort to re- 
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peritonealize the graft and keep the duo- 
denum from lying in juxtaposition to the 
upper suture line. Thrombosis of the graft 
in these two cases is not expected, as both 
patients have good peripheral pulses, in- 
dicating a good “run-off”? with patent ves- 
sels. The episode of diarrhea in case 2 sug- 
gested the probability of necrosis of the sig- 
moid colon, which has been reported in as- 
sociation with ligation of a patent inferior 
mesenteric artery when the aorta is resect- 
ed for aneurysm. Fortunately this episode 
was short-lived and of no consequence. The 
presence of an occluded inferior mesenteric 
artery at the time of resection means that 
collateral circulation has been established; 
thus dividing it causes no worry. 


Summary 


Two cases of ruptured abdominal aortic 
aneurysms with successful surgical treat- 
ment have been presented. Several salient 
features concerning the management of 
these cases have been discussed, and an 
attitude of judicial boldness is recommend- 
ed in the treatment of this otherwise fatal 
disease. 
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The Limp in Childhood Due to Affections of the Hip 


Eutyss R. Troxuer, M.D. 


The problem of the limping child con- 
stantly confronts any physician who deals 
with children’s diseases. Too often these 
patients reach us, as orthopaedists, with 
permanent disability which might have been 
avoided by earlier diagnosis and treatment. 
Any limping child should always be suspect- 
ed of having a serious pathologic condition 
until proved otherwise. This symptom 
should never be dismissed as trivial or as 
“something he will outgrow.” This brief 
discussion will include the more important 
affections of the hip from early childhood 
through adolescence. 
Congenital Dislocation 

The earlier the recognition or diagnosis 
of a congenital dislocation of the hip, the 
easier the treatment and the better the 
prognosis. It is of interest that the incidence 
is 85 per cent in girls as compared with 15 
per cent in boys. It appears to be more 
prevalent in white- than in dark-skinned 
races, and may be familial. The incidence 
is higher in the Mediterranean area, especi- 
ally among Italians. About 75 per cent of 
all cases are unilateral. 

There are pathologic changes in the 
femoral head, the acetabulum, and the 
adjacent soft structures. The femoral head 
and neck are usually anteverted, although 
the reverse can be true. In unilateral cases 
the affected femoral head is smaller than 
that on the opposite side, and as time 
progresses the head may be flattened. The 
acetabulum is more shallow and its roof is 
more oblique. The capsule of the hip joint 
is pulled upward over the inferior part of 
the acetabulum, making reduction of the 
hip difficult. The ligamentum teres is 
usually elongated. 

Congenital dislocation of the hip produces 
no pain in the infant. Subjectively, there is 
deformity or asymmetry of the hips and 
thighs. There is prominence and elevation 
of the greater trochanter on the affected 
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side. The creases of the inner thigh vary in 
number and location. This is more obvious 
in unilateral cases. There is shortening of 
the affected side, which can be measured 
from the anterior superior spine to the med- 
ial malleolus. Another way of observing this 
sign is to place the patient on the back, 
fully flexing the knees, with the hips flexed 
at 90 degrees. In this position, the knee on 
the affected side will be lower. In the an- 
teverted cases, the femoral head can be felt 
anteriorly below the anterior superior iliac 
spine. More rarely dislocation of the head 
can be felt posteriorly in the region of the 
sacrosciatic notch. The thigh and leg may 
be atrophied on the dislocated side. 

As a rule, the motion in a dislocated hip 
is not greatly limited. One of the most 
important signs is the loss of abduction 
when the hips are flexed. In the normal 
infant the thighs can be abducted about 
90 degrees, but in the dislocated hip this 
movement is greatly reduced. A character- 
istic jog or thud can be felt as the dislocated 
head slips past the acetabulum while one 
is flexing and abducting the thigh. Piston 
mobility is demonstrated in true dislocation. 
This sign is pathognomonic of a dislocation 
or fracture of the femoral neck. In bilateral 
dislocated hips, the hips and thighs may 
appear symmetrical and equal in length, 
though careful examination usually demon- 
strates the above signs. 

The diagnosis of congenital dislocation of 
the hip is much easier once the child begins 
to stand and walk. When weight is applied 
on the affected side, the opposite hip will 
drop, producing the Trendelenburg sign. 
The child walks with a waddling gait, 
swaying toward the affected side because 
of the shortened leg and unstable joint. In 
bilateral cases this abnormality may not 
be recognized as early as in unilateral cases. 
The “duck waddle” is typical of congenital 
dislocated hip, though other conditions can 
produce it. 


Roentgenograms usually prove the diag- 
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nosis of dislocated hip. The 45 degree-angle 
views will help differentiate the anterior 
from posterior dislocations'. On the affected 
side the femoral head is displaced outward 
and upward in relation to the acetabulum. 
As a rule, the head is underdeveloped. The 
acetabulum is more shallow and the roof 
more oblique. In the very young infant, 
these bony structures are not ossified and 
the defects are less easily recognized, 
though the upper femur and neck are 
displaced outward in relation to the opposite 
side. Roentgenograms will usually demon- 
strate telescoping by push and pull on the 
extended leg. In older children with 
untreated dislocations, the femoral head 
becomes flattened and may be seen opposite 
a false acetabulum in the wing of the ilium. 


The diagnosis of a congenital dislocated 
hip is seldom confused with other pathologic 
conditions. Congenital coxa vara may 
produce limitation of hip motion and a 
similiar limp, but the piston mobility is 
absent. Roentgenograms differentiate frac- 
tures or suppurative arthritis of the hip. 
Rarely, dislocations may be present in 
neurologic conditions such as spina bifida 
or poliomyelitis, but in these cases the 
dislocation is secondary to motor weakness. 


The treatment of congenital dislocated 
hips should be started in early infancy. It 
consists of gentle closed reduction and 
application of casts or braces. The position 
of the hip depends on the position of the 
dislocation or on the amount of anteversion 
of the femoral neck. Marked internal 
rotation of the femur is necessary in the 
latter cases. Osteotomy of the femur is 
frequently required to de-rotate it. Closed 
manipulation is usually successful before 
walking age. After this, open operation 
offers the most satisfactory result. The cast 
or brace is worn about three or four months, 
depending on the age of the child and the 
severity of the pathologic abnormalities 
about the hip. In cases where reduction is 
difficult, the complication of avascular 
necrosis of the femoral head may result. In 
children 5 to 6 years and older, reconstruc- 
tive surgery such as the shelf operation is 
usually indicated. 
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Congenital Dysplasia 


Congenital dysplasia of the hip is similar 
to congenital dislocation except that the 
pathologic changes about the hip are less 
advanced. The acetabulum is shallow or 
flattened owing to aplasia or hypoplasia of 
the roof. The extent of dysplasia varies 
greatly. Roentgenograms show an increase 
of the acetabular index and _ increased 
distance from the femur to the acetabular 
floor. Push and pull films do not show 
piston mobility. It is generally agreed that 
congenital dysplasia is the result of a 
genetic anomaly of the acetabulum, and 
that the instability and deformity of the 
hip are secondary”. Another theory suggests 
that in unilateral cases an abduction- 
contracture of the opposite hip causes a 
tilt of the pelvis, thereby producing the 
dysplasia secondary to the adduction of the 
affected hip*. This abduction and external 
rotation of one hip and internal rotation 
and adduction of the opposite one are 
frequently seen from birth to about 6 
months of age. The adducted side appears 
shortened and resists abduction into the 
usual frog position. Such cases can progress 
to dislocation if not treated. 

Recently it has been shown that many 
cases of congenital dysplasia of the hip 
spontaneously return to normal without 
treatment’. During the first eight months 
repeat roentgenograms should be made to 
indicate the progress of development. If 
there is still evidence of dysplasia, the 
treatment consists of pillow splints or 
abduction bars to hold the extremities in 
corrected position. The length of this 
treatment varies with the time required 
for deepening of the acetabulum. Rarely 
such treatment may be needed for two or 
three years before the hip is normal. 


Coxa Vara and Coxa Valga 


Congenital coxa vara is usually first 
observed in early childhood, although it 
may not be recognized-until later in life. In 
this condition, which is usually bilateral, 
there is a decrease of the angle between 
the femoral neck and the shaft by as much 
as half the normal 130 degrees. The 


condition is usually painless. The patient 
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has a “duck waddle” gait similar to that in 
bilateral dislocation of the hips. In spite 
of this gait, the hips are stable. Roentgeno- 
grams confirm the diagnosis. In more 
severe cases the treatment consists of 
osteotomy of the upper femur to correct 
the deformity. This procedure is done at 
about 6 to 8 years of age. 

Coxa valga is a mechanical abnormality 
of the upper end of the femur, with an 
increase in the angle of the neck of the 
femur at its junction with the shaft. It is 
usually congenital. This condition produces 
a rather awkward gait, with the thighs 
outwardly rotated and abducted. As a rule, 
no definite treatment is needed except for 
adduction splints at night. 

Coxa Plana 

Coxa plana, also known as Legg-Perthe’s 
or Calve’s disease, is an affection of the 
hip usually occurring between the ages of 
4 and 10. It is characterized by degenerative 
changes in the epiphysis of the femoral 
head, and runs a self-limited course. The 
cause is not known. Trauma seems to be 
an incidental factor, aggravating rather 
than initiating the condition. At no time 
has infection been proved a_ causative 
factor. The degenerative changes in the 
epiphysis of the femoral head are secondary 
to a circulatory disturbance. A connection 
with hypothyroidism has been suspected 
but not definitely proved. 

In the early stages of the disease the 
synovial membrane, capsule, and periosteum 
are edematous and hyperemic. This change 
is followed by softening at the junction of 
the neck and the epiphyseal disc due to 
decalcification and increased vascularity. 
Dense areas soon appear in the femoral 
head, which are later invaded by blood 
vessels and granulation tissue. Areas of 
rarefaction develop, followed by some 
flattening of the head and femoral neck. 
As the disease abates, bone recalcifies and 
returns to normal except, in many cases, for 
some permanent flattening of the femoral 
head. 

The most common symptom is a limp, 
which increases with the intensity of the 
disease. Pain is seldom severe. As a rule, 
the child complains of stiffness or aching 
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about the inner thigh and knee. Activity 
and exercise aggravate the symptoms. In 
the later stages, the limp may be secondary 
to shortening of the extremity. 

On examination the limp resembles any 
other due to pain about ‘the hip joint. 
Limitation of motion is best detected by 
immobilizing the pelvis and comparing the 
range of motion in the two hips. About 15 
per cent of the cases are bilateral. 

Laboratory findings are of little value, 
though in the acute stage there may be 
some elevation of the sedimentation rate. 

In the earliest stage of the disease, 
roentgenograms may be within normal 
limits, although soon after the onset the 
epiphyseal line appears wider and more 
irregular than normal. Areas of increased 
density are then seen in the capital 
epiphysis. These areas become larger, and 
finally most of the head is involved. During 
decalcification, the head becomes mush- 
room-shaped, and the femoral neck thicker 
and shorter. Then the head is recalcified 
and normal trabeculations recur. 

Any child between the ages of 3 and 10 
complaining of limp and pain in the groin 
should be suspected of having coxa plana. 
If the roentgenograms are negative, the 
child should be put to bed until the physical 
signs disappear and repeat roentgenograms 
are normal. The diagnosis of coxa plana is 
seldom mistaken for septic arthritis, rheu- 
matic fever, or tuberculosis. These diseases 
may be further distinguished by laboratory 
studies and other clinical features. 

In the early stages, complete bed rest 
with traction is indicated. This treatment 
is usually continued for several weeks or 
until muscle spasm and pain have disap- 
peared. Ambulant treatment consists of a 
leather sling holding the knee flexed at 
right angles. The sling is fastened to a 
shoulder strap, which is connected to a belt 
around the waist. Nonweight-bearing braces 
have been successfully used in some clinics. 
There has been very little proof that surgical 
treatment is of value. Full weight-bearing 
is deferred until roentgenograms reveal 
regeneration of the femoral head. This may 
be two to three years after the onset of the 
disease. The prognosis is excellent as far 
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as healing is concerned, although in adult 

life arthritic changes may develop secondary 

to the asymmetry of the femoral head. 
Transient Synovitis 

A common cause of limp in young 
children is transient synovitis. As the name 
implies, it is usually of short duration and 
seldom leaves permanent damage within 
the hip joint. Rarely, secondary structural 
changes such as those found in coxa plana 
may occur. The condition may be secondary 
to strain or injury of the joint, or it can 
follow infections in other parts of the body. 
Clinically, there is usually some tenderness 
about the anterior part of the hip. Muscle 
spasm with limitation of hip motion is 
constant. Treatment consists of bed rest 
with medication for pain. In most cases 
there is no reason for the use of antibiotics. 
Pyogenic arthritis, tuberculosis, and coxa 
plana should be considered in making the 
diagnosis of transient synovitis. 

Slipping Upper Femoral Epiphysis 
(Adolescent Coxa Vara) 

This is a disease of adolescence in which 
there is weakening and softening of the 
junction between the epiphyseal plate and 
the neck of the femur, usually resulting 
in displacement of the epiphysis downward 
and backward. The slipping usually occurs 
between the ages of 10 and 16 years. It 
appears more frequently in rapidly growing 
children and is a little more common in 
boys than girls. About 15 per cent of the 
cases are bilateral. The cause of the disease 
is not definitely known. Characteristically 
the patient is either unusually tall for his 
age or overweight, soft, and flabby. A 
history of trauma is often obtained, though 
the injury most likely causes slipping of 
the epiphysis which has been previously 
affected. There has been no proof of infec- 
tion. Coxa vara is due to a circulatory 
disturbance about the epiphyseal plate of 
the femoral neck. 

Slipping of the upper femoral epiphysis 
is divided into pre-slipping, slipping, and 
healing stages. The pathologic changes in 
the first stage consist of swelling of the 
synovial membrane and _ decalcification, 
with hypervascularity at the junction of 
the neck and the epiphyseal plate. In the 
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second stage, the head is displaced down- 
ward and posteriorly to a varying degree. 
Microscopically, there is separation between 
the neck and the epiphyseal disc. Degener- 
ative changes are seen in the disc cartilage. 
After several months the healing stage 
becomes evident, with resulting scarring 
about the synovial membrane and perios- 
teum or the femoral neck. Closing of the 
epiphyseal plate varies, depending on the 
age of the patient when the disease began. 
Where slipping has been marked, osteo- 
arthritic changes usually follow in adult- 
hood. 

The symptoms of adolescent coxa vara, 
as a rule, are rather insidious and consist 
of pain, stiffness, and limping. The onset 
is usually slow. Pain is often referred to 
the knee. Even in acute traumatic cases 
there is a history of some pre-existing hip 
trouble. 

Physical examination discloses a varying 
degree of limp with some external rotation 
of the lower extremity—or extremities, if 
bilateral. If much slipping has resulted, the 
rotation is quite marked. The affected thigh 
is often hyperextended. The shortening 
varies with the amount of slipping. 

Laboratory tests are of little value. In the 
earlier stages the sedimentation rate may 
be slightly elevated. 

Roentgenograms are of great help in 
making the diagnosis. Anterior and posterior 
views are of little value in early slipping. 
In anterior and posterior views the diagnosis 
may be missed because of the posterior 
displacement of the femoral head. Lateral 
views, however, with the hip flexed and 
abducted, show typical sliding of the femoral 
head. In advanced stages there is deformity 
of the proximal femoral nec!., simulating 
a soft, bent candle. There may be complete 
displacement of the femoral head with only 
slight contact with the deformed neck. 

The earlier the diagnosis, the better the 
prognosis. In pre-slipping and early slipping 
stages, weight-bearing on the affected side 
must be stopped. If there has been no 
slipping at all, this may be all the treatment 
needed. In early slipping, cast treatment 
or surgery is indicated. The operation con- 
sists of nailing the femoral head similar to 


4 
i 
i 
4 


April, 1961 


nailing a fractured hip. If the head has 
slipped one-third or more, an osteotomy just 
distal to the epiphyseal line is needed. 
Extreme care must be taken in this opera- 
tion to prevent avascular necrosis of the 
femoral head. Treatment in any stage of 
coxa vara must be continued until there 
has been fusion of the epiphysis to the 
femoral neck. 

In children, this important disease is 
often diagnosed as rheumatism or “growing 
pains.” When the correct diagnosis is 
finally made, valuable time has been lost 
and there may be complete slipping of the 
femoral head. Any limping adolescent child 
should be suspected of having slipped 
femoral epiphysis. The outlook in early 
recognized cases is very good. 

Pathologic Conditions of the Other Hip 

The affections of the hip which have been 
discussed are by no means the only causes 
of limp in the infant and child. Time does 
not permit discussing such important dis- 
eases as pyogenic arthritis, tuberculosis, 
osteomyelitis, or joint tumors. It should be 
mentioned, however, that in pyogenic arth- 
ritis of the hip, aspiration of the hip joint 
does not replace adequate incision and 
drainage in all cases. Conservative care with 
antibiotics may decrease the temperature 
and improve the patient’s general condition, 
but may not prevent increased pressure 
within the hip joint with resulting destruc- 
tion of the epiphysis. 

In acute osteomyelitis, massive doses of 
antibiotics have produced complete cure 
without destruction of bone. Incision and 
drainage still has a place in the treatment 
of this condition, but is not nearly as im- 
portant as in acute pyogenic infection within 
the hip joint. Tuberculosis of the hip joint 
is now responding to drug therapy, where- 
as not many years ago extensive surgery 
with hip fusion was the routine treatment. 

Summary and Conclusion 

The symptom of limp in the infant and 
child must not be considered lightly. Every 
diagnostic means must be utilized in order 
to recognize the lesion early and thus avoid 
crippling disability. 

Congenital dislocation of the hip can and 
should be diagnosed and treated before the 
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child reaches weight-bearing age. Congenital 
dysplasia is usually successfully treated 
with abduction splints or pillows. Repeat 
roentgenograms will help determine the 
treatment needed. 

Moderate to severe coxa vara usually re- 
quires surgical treatment. 

Some form of reduced weight-bearing 
seems definitely to decrease the residual 
deformity of the femoral head in coxa plana. 

Transient synovitis is a common cause 
limp in children. Fortunately, it seldom 
results in permanent injury. 

The diagnosis of slipping upper femoral 
epiphysis should be held in mind as the 
possible cause of limp in any child between 
the ages of 10 and 16. 
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Report from 
The Duke University 
Poison Control Center 
Jay M. Arena, M.D. Director 


Alkalies (Lye) 


These corrosive agents are used in the 
manufacture of soap, chemical synthesis and 
in household drain pipe cleaning agents 
(lye, Drano, Pronto, etc.) They combine 
with protein to form proteinates and with 
fats to form soap, thus producing deep 
caustic burns on contact with tissues. 

Symptoms are burning pain from mouth 
to stomach. Swallowing is difficult at first 
and then impossible. Mucous membranes 
are soapy and white, but become brown, 
edematous, and ulcerated; vomitus is bloody 
and may contain shreds of mucous mem- 
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brane. The pulse is feeble and rapid; respira- 
tion is rapid; collapse may ensue. Within 
weeks or months and sometimes years, 
esophageal stricture develops. Skin contact 
may produce first, second or third degree 
burns, depending on concentration of alkali 
and time involved. Eye involvement may 
cause severe conjunctivitis as well as cor- 
neal destruction. 


In the treatment diluted vinegar, lemon 
or orange juice should be given immediate- 
ly. Do not use gastric lavage or emetics. 
Olive oil or other demulcents ease pain. By 
the fourth day, and daily for two weeks, a 
rubber eyeless catheter filled with mercury 
or small shot should be passed into the 
stomach. The catheter size should be grad- 
ually increased until No. 32 or 34 enters 
easily. Dilatation should be _ continued 
periodically for at least a year. Seventy-five 
per cent of strictures can be prevented by 
this method. 


The effectiveness of steroids which dimin- 
ish fibroelastic activity in preventing eso- 
phageal stenosis after ingestion of alkali in 
rabbits suggested their use for the preven- 
tion of stenosis in children who have swal- 
lowed lye. Prednisone (10 mg. every six to 
eight hours) was administered for periods 
up to 16 days to 13 children who had swal- 
lowed lye, with Tetracycline to prevent in- 
fection. Neither infection nor stricture 
appeared in any of the 13 children. Skin 
contacts should be thoroughly cleaned with 
running water until skin is free of alkali as 
indicated by disappearance of soapiness. 
For chemical burns of the eyes produced by 
acid, the eye should be treated immediately 
by washing with water and with sodium 
bicarbonate solution (0.5 per cent). Alkali 
burns should be washed with water followed 
by a solution of 1 per cent acetic acid (vine- 
gar, 1 part, and water, 4 parts). In burns 
elsewhere, dressings saturated with 2 per 
acetic acid should be used to complete 
neutralization of the alkali in the deeper 
tissues. 


Chlorinated alkalies 


There is a chemically nondescript group 
of chlorinated alkalies (or hypochlorites) 
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that pass under such familiar names as 
Javelle, Labarraque, Carrel-Dakin’s, Clorox 
“chloro”—this and that, including “chlorin- 
ated lime,” bleaching powder, and blanching 
or bleaching solution. By whatever name, 
the solution is extremely useful in the 
household and conveniently at hand for 
young children to explore and drink. The 
child is usually less than 5 years old, and 
with time on his hands, he finds the bottle 
of bleach under the kitchen sink or laundry 
tub. Even if he knew what “Poison’”’ means 
on a label, as he cannot, housewives have 
an odd tendency to place the solution in 
some other container—a mayonnaise jar, a 
wine bottle, or even a baby’s bottle. Once in 
a while the bleaching powder itself is swal- 
lowed. Ten per cent of the cases of house- 
hold poisoning were due to these agents in 
one year’s urban experience, and seem to be 
on the increase. 


Of chief interest are the corrosive and 
caustic actions of the solution, which is 
fairly alkaline and liberates either chlorine 
or the putative “nascent oxygen” to decom- 
pose organic matter of various kinds. Thus, 
while it is splendid for killing organisms in 
situ, and as a deodorant, water purifier and 
bleach, it is harsh on the mucous mem- 
branes. It produces injury varying from ir- 
ritation to chemical burns about the mouth, 
pharynx and larynx, and causes profound 
gastric inflammation. The damage is local; 
the material evidently cannot be absorbed 
as such, and systemic toxicity does not oc- 
cur. But the damage can be quite serious, 
with severe edema of the larynx and phar- 
ynx, intense gastritis, and rarely perforation 
of the esophagus or stomach. 


Commercial bleaching solutions contain 
3-6 per cent sodium hypochlorite (usually 
written NaClO), corresponding approxi- 
mately to sodium hypochlorite solution 
N.F.; the dilute (surgical) solution is only 
0.5 per cent, and even it is not used lightly. 
The chemistry of these substances defies 
explanation; it is said that they liberate 
chlorine when acidified, as in the stomach, 
but they are actively corrosive as they come 
from the bottle. For treatment, see Alkalies 


above. 
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NO VENDOR PAYMENTS FOR MEDICAL 
CARE GIVEN AGED INDIGENTS 


An eventful call meeting of the House of 
Delegates of the State Medical Society was 
held in Durham on February 26. The chief 
purpose of the meeting was to approve or 
disapprove the recommendation of the 
Executive Council made two weeks prev- 
iously that the Medical Society of the State 
of North Carolina should agree to partici- 
pate in the Kerr-Mills Act providing medical 
‘are for aged indigents and that vendor pay- 
ments for giving such care would not be 
accepted. In spite of a widespread wind and 
rain storm the day before and a rainy morn- 
ing, there was a good attendance—132 dele- 
gates. After an invocation by Dr. George 
Paschal, President Amos Johnson and John 
Kernodle (Chairman of the Committee on 
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Chronic Illness) presented the case for par- 
ticipating without asking vendor payments. 
There was a free and full discussion before 
a motion to accept the recommendation of 
the Executive Council was adopted by a ris- 
ing vote, almost unanimously. Then Dr. 
Hubert Poteat moved that the Kerr-Mills 
Bill be implemented in regard to ancillary 
services and drugs. This too was adopted 
without dissent, almost if not quite unanim- 
ously. 

A second item on the agenda was to con- 
sider the formation of a corporation of the 
State Medical Society to control the Blue 
Shield program in the state, as recommend- 
ed by an ad hoc Blue Shield Study Com- 
mittee. This was quickly disposed of by a 
motion to refer the matter back to the ad 
hoc committee for further study and recom- 
mendations to the next meeting of the 
House of Delegates. A show vote indicated 
large support for a controlling and operat- 
ing device. 

The meeting of the House of Delegates 
adjourned shortly after one o’clock in time 
for most of the delegates to get back home 
the same day. Many were heard to comment 
that this was one of the most constructive 
and harmonious meetings of the House of 
Delegates yet held. 

* * * * * 
CHARLOTTE OBSERVER REPORTER 
WINS THE FIRST MEDICAL PRESS 

AWARD 

A happy thought of the State Society’s 
Committee on Public Relations was to offer 
an award for the best medical reporting by 
a North Carolina reporter, published in one 
of the state’s daily or non-daily newspapers 
or periodicals. The first award for 1960 was 
given on February 11 at the Conference of 
County Medical Society Officers and Com- 
mitteemen to Don Seaver, a reporter for the 
Charlotte Observer. Mr. Seaver was present- 
ed with a check for $250 by Dr. Edgar T. 
Beddingfield, Jr., chairman of the Commit- 
tee on Public Relations. The judges this year 
were Overton Jones, editorial staff, Rich- 
mond Times Dispatch; Dr. Donald B. Koonce 
of Wilmington; and W. J. Smith of Chapel 
Hill, éditor of the Charlotte Journal of 
Pharmacy. 
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The award was given for quality and 
accuracy of medical reporting and not neces- 
sary for quantity. The criteria used for 
judging included journalistic style, research, 
accuracy of scientific content, and manner 
of presentation. 

In making the award, Dr. Beddingfield 
called attention to the comment from one of 
the judges: “I have been impressed by the 
excellent medical reporting being done in 
North Carolina. The work done by the con- 
testants in the Medical Press Award com- 
petition—and I’m sure by other North Caro- 
lina newsmen as well—is bound to be of 
benefit to the medical profession, the press 
and the public.” 

* 

DO MEDICAL SCHOOLS EXERCISE 

BIRTH CONTROL? 

In his best-seller, ‘“‘The Status Seeker,” 
Vance Packard expresses a misconception 
that is widespread. After granting that 
the M. D. degree is generally a badge 
of status, he charges that medical practi- 
tioners “have been exercising collective 
birth control on themselves.” As proof, he 
says that “in 1900 there was one licensed 
doctor for every 578 people. By 1940, the 
had shrunk to the point 


” 


proportion 
where there was one for every 750 persons. 

Mr. Packard—let us hope not intentional- 
lv, but at least conveniently—overlooked 
the fact that in 1900 there were more than 
160 medical schools in the United States. 
Many if not more were mere diploma mills. 
The devastating Flexner report published in 
1910—in which the A.M.A. heartily co- 
operated—resulted in over half of these 
going out of business. Now every medical 
school in the country is approved, and the 
number of graduates has been increasing 
for many years. 

Mr. Packard also fails to give medical 
education credit for wanting to turn out 
competent doctors, but he should recognize 
that this accomplishment requires more 
than a desire for status. Medical leaders the 
country over are concerned over the de- 
creasing number and lower quality of 
applicants for admission to our medical 
schools. 

At its Clinical Session in December, the 
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A.M.A. House of Delegates adopted a 
scholarship and loan program “to attract 
increasing numbers of well qualified young 
people to enlarge the ranks o* our profes- 
sion.”” Would Mr. Packard consider this a 
birth control measure? 
DR. EUSTACE SLOOP 

Although the name of Dr. Eustace Sloop, 
who died February 6 at the age of 83, will 
not be found in Who’s Who, he was one of 
North Carolina’s greatest doctors and citi- 
zens. He had the distinction of having been 
graduated from two medical schools—the 
North Carolina Medical College (1905) and 
Jefferson Medical College (1908). After 
getting his diploma from the former and 
practicing for two years, he applied for ad- 
mission to the senior class at Jefferson, was 
accepted, and graduated with the class of 
1908. His tall figure and full beard made 
him one of the best known men in the class, 
and his character made him one of the best 
liked. 

He married Dr. Mary Martin, who was 
herself a physician and teacher, and they 
settled in Crossnore. They both had a vision 
of a school for the underprivileged moun- 
tain children—and by heroic efforts made 
this dream come true. The school they built 
has long been widely recognized. They also 
founded a hospital (Garrett Memorial). Dr. 
Sloop built a power plant by constructing a 
dam across the Linville River and rewiring 
an old discarded dynamo. Then he put poles 
in the ground and strung wires over them— 
first to the school, and then to mountain 
homes. All this was done in addition to 
carrying on an active general practice and 
looking after the community hospital. 

His only daughter, Emma, is also a phy- 
sician, and now is in charge of the hospital. 
Her husband, Dwight Fink, is principal of 
the school founded by her parents. The only 
son, Dr. Will Sloop, is a dentist and is 
practicing in Crossnore. 

It is hardly too much to say that the lives 
of the Sloops will compare favorably in their 
complete dedication with such men as Dr. 
Albert Schweitzer. North Carolina has just 
cause to be proud of Dr. Eustace Sloop and 
his wife and children. 
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THE A. C. BULLA HEALTH CENTER 


Dr. A. C. Bulla’s long and fruitful service 
as health officer for Wake County was ap- 
propriately recognized by naming the new 
Wake County Health Center for him—the 
A. C. Bulla Health Center. The dedicatory 
service was held on March 5, when a tribute 
was paid him by Dr. Roy Norton, and his 
portrait was unveiled by his nephew, Kerry 
Niles Kesler. Dr. Bulla offered a few well 
chosen remarks, after which the building 
was presented by the architect, Mr. W. M. 
Weber, and accepted for Wake County by 
Ben Haigh, chairman of the County Board 
of Commissioners, and for the Wake County 
Board of Health by Mr. Fred Smith, chair- 
man of the County Board of Health. After 
these remarks the buliding was open for 
inspection. 


On the behalf of his friends, the Norru 
CAROLINA MepicaL JOURNAL sends congrat- 
ulations to Dr. Bulla and the hope that he 
may live for many years to enjoy the tan- 
gible evidence of Wake County’s apprecia- 
tion for his faithful service. 


THE NUMBERS GAME 


This JourNAL seldom quotes from the 
Journal of the American Medical Associa- 
tion or the A.M.A. News, because it is as- 
sumed that virtually all our readers see both 
these publications. The following quotation 
from the A.M.A. News is important enough, 
however, to justify making it an exception 
to the rule. It supplies the answer to one 
of the most widely quoted arguments for 
health care for the aged under Social 
Securty. 


THE NUMBERS GAME 


Proponents of health care for the aged 
under social security have based much of 
their argument upon this misleading statis- 
tic: 


“. . Three-fifths of all persons aged 65 
and over had less than $1,000 in money 
income in 1958.” 


This statement by the Department of 
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Health, Education and Welfare is insuf- 
ficient and misleading without interpreta- 
tion of the figures. 

The data do not classify married women 
(supported by their husbands) in accord- 
ance with a proportionate share of their 
husbands’ incomes, but rather by the 
amount of income directly received by the 
wife. 

Thus, a married woman with no income 
of her own, whose husband has an income 
of $10,000, is classified as having ‘“‘less than 
$1,000 in money income.” In fact, zero in- 
come. 

About 70% of the married women of all 
ages had zero income in 1958, according to 
this definition. 

An appropriate measure of the aged’s 
financial status, of course, should also in- 
clude non-monetary income, assets, and 
other resources. 


MICHIGAN STATE MEDICAL JOURNAL 
HONORS WILFRID HAUGHEY 


For nearly 20 years Dr. Wilfrid Haughey 
has been the editor of the Journal of the 
Michigan State Medical Society. During this 
time his editorials have been models, and 
his conduct of the Journal has made it one 
of the most widely read and influential state 
journals. 

It is quite fitting that the February issue 
of the Michigan State Journal should be ‘in 
tribute” to Dr. Haughey. It is also quite ap- 
propriate that the theme of the issue was 
medical writing, for Dr. Haughey is a mas- 
ter of that art. This particular issue was in 
preparation for more than a year, with Dr. 
J. P. Gray of the Parke-Davis staff in charge. 
Perhaps the best example of medical writing 
in the entire issue was Dr. Gray’s guest 
editorial on “Wilfrid Haughey, M.D.—A 
Distinguished Editor.” Dr. Haughey, over 
the many miles between us, this JOURNAL 
salutes you and fully concurs with Dr. 
Gray’s conclusion that you are “a dis- 
tinguished editor, an outstanding physician, 
a prominent citizen.” Long may you 
flourish! 
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President's Message 


PREPAYMENT MEDICAL CARE PROBLEMS 


In this my last President’s Message, it is 
fitting to evaluate for you your Society’s 
position with relation to Blue Cross and 
Blue Shield prepaid insurance in this state. 
Much thought and considerable work has 
produced, to date, few results. Forces here- 
tofore never allied for the same purposes 
have, without intent, become allied to the 
detriment of your Society’s insurance plans. 
This makes for the interesting but dis- 
couraging narrative which follows. 

Your House of Delegates, at my request, 
after much discussion and thorough under- 
standing authorized an ad hoc committee 
on Blue Shield insurance to proceed with 
a plan to implement and expedite the for- 
mation and availability of adequate compre- 
hensive Blue Shield insurance for our North 
Carolina citizens within realistic income 
limits. This project is of top priority im- 
portance in our effort to adequately cover 
the health care prepayment needs of our 
people and thereby produce a deterrent to 
federal socialization of the medical profes- 
sion. The disconcerting but self-interested 
policy and action of our one Blue Cross and 
Blue Shield company, Hospital Saving, and 
our other Blue Cross company, Hospital 
Care, have served to prevent any real pro- 
gress as to now. 

Presently your Society, with slightly over 
50 per cent of its membership participating, 
offers to the people of North Carolina one 
comprehensive (full payment) policy of 
Blue Shield prepaid medical service insur- 
ance, the ‘“Doctor’s Plan.” The participating 
physicians underwrite the fiscal soundness 
of this policy by a signed agreement (con- 
tract) to supply services. Any deficit in- 
herent is absorbed by the doctors. Converse- 
ly, any reserves accrued to this policy re- 
main with the “Doctor’s Plan” and do not 
accrue to the general reserve of the com- 
pany (Hospital Saving) to be utilized at 
their discretion. Up to now very little of 
this comprehensive insurance (Doctor’s 


Plan) is in force in North Carolina, nor is 
there evidence of conscientious effort on the 


part of Hospital Saving to market this policy 
extensively. 

Both Hospital Saving and Hospital Care 
market several plans of indemnity prepaid 
medical care insurance, which guarantee a 
certain amount towards payment of pro- 
fessional service charges rather than full 
payment of the bill, as do the comprehensive 
plan policies. The sale of the indemnity type 
policies is more profitable and efficacious to 
the company than is the comprehensive type 
policy, although they may not be to the best 
interest of the public in many instances. 
These companies may, within their legal 
corporate right, shift reserve monies with- 
in the framework of their single corpora- 
tion between hospitalization and medical 
service policies to suit their needs and 
demands. Reserves accrued to comprehen- 
sive policies (Doctor’s Plan) may not be 
so manipulated and must be reflected to 
the policy as (1) lower annual premium 
charges, (2) additional service coverage, or 
(3) increased payments for professional ser- 
vices rendered. This is not good for the vest- 
ed interest of the company involved (Hos- 
pital Saving); consequently, few of these 
policies are sold. Thereby, the most impor- 
tant and needed phase of Blue Shield im- 
plementation is obstructed. 

It became obvious to the leadership of 
your Society months ago that if comprehen- 
sive Blue Shield prepaid medical insurance 
were to be available to North Carolina citi- 
zens realistically, some changes must be 
made in Blue Shield policy in this state. 
Considerable investigation and mature 
thought evolved the plan whereby a new 
corporation (North Carolina’ Physicians 
Services, Inc.), subsidiary to the Medical 
Society of the State of North Carolina, 
should be organized to obtain and retain 
the Blue Shield emblem, formulate, under- 
write the fiscal soundness, and implement 
the sale of comprehensive Blue Shield poli- 
cies at realistic income levels in our state. 
It is visualized that these policies would be 
marketed, by agreement, as “fair trade” 
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items by insurance companies operating in 
this state, either non-profit Blue Cross com- 
panies, private enterprise insurance com- 
panies or both. Fiscal administration and 
processing of claims would be contracted 
to an agency adequate to perform this ser- 
vice. Thus, this Society would operate a live 
and functioning non-profit corporation sup- 
plying a real service to meet the medical 
needs of our people. 

The Society has been given reasonable 
assurance by the National Blue Shield or- 
ganization that the Blue Shield emblem now 
in the possession of Hospital Saving in this 
state would be made available to our cor- 
poration upon its implementation. The So- 
ciety’s retained legal counsel has drawn the 
papers of incorporation and the Executive 
Council has authorized the necessary action 
to complete this plan. 

Now begins the confusion which has ob- 
structed progress. It has become increasing- 
ly evident that the ultimate good of the 
people was not the motivating factor behind 
Hospital Care’s urgent desire that this cor- 
poration be birthed immediately and come 
into possession of the Blue Shield emblem. 
Civil Service employees in this state obtain 
their prepaid medical care coverage under 
Blue Shield. Hospital Saving alone, having 
the Blue Shield emblem, carries this sub- 
stantial body of insurance. Hospital Care, 
being excluded from this group, applied to 
the National Blue Shield organization last 
year (1960) to be allowed the Blue Shield 
emblem and participate in Blue Shield cov- 
erage in this state. This application was dis- 
allowed by National Blue Shield, for reasons 
sufficient, although our State Medical So- 
ciety recommended that they be granted this 
emblem. 

Hospital Care envisioned our proposed 
new corporation as a source of obtaining, by 
manipulation, the Blue Shield emblem for 
itself on an equal basis with Hospital Sav- 
ing. People close to this company began a 
word-to-mouth campaign designed to have 
this new corporation within our Society be- 
come a “paper corporation” whose sole func- 
tion would be to make available to Hospital 
Care the Blue Shield emblem which it was 
refused by National Blue Shield. The trans- 
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cribed proceedings of the House of Delegates 
of 1960 pertinent to this subject as discussed 
by Dr. Donald Stubbs, director of National 
Blue Shield, by me, and as evidenced by 
motion passed disavows this interpretation. 

Hospital Saving has never thought well 
of the prospect of losing sole possession of 
the Blue Shield emblem in North Carolina. 
Although Hospital Saving is a non-profit 
organization whose sole justification for 
existence is to supply a service to North 
Carolina citizens, this company claims a 
vested interest in this Blue Shield emblem 
which presently is scarcely in keeping with 
the best interest of the people. Being aware 
of Hospital Care’s attempted maneuver to 
obtain equally the Blue Shield emblem in 
this state, Hospital Saving, despite full 
knowledge of the real purpose of the new 
corporation, has offered active resistance to 
the Society’s plan and has announced a plan 
of no cooperation should this new corpora- 
tion be effected by the Scoiety. 

The National Blue Shield organization, 
upon learning of Hospital Care’s interpreta- 
tion of the new corporation, has told every- 
one that it would not alter its present affilia- 
tion in North Carolina to make the Blue 
Shield emblem available to a non-operating, 
non-active “paper corporation” whose pur- 
pose was to produce two companies having 
possession of Blue Shield emblem in this 
state. So now it becomes to the advantage 
of Hospital Saving to subscribe to the theory 
that the Medical Society plans a non-operat- 
ing “paper corporation” with no real pur- 
poseful plan beneficial to the people of this 
state. We have made the circuit. The circle 
is completed and we are right back where 
we started. 

If the citizens of North Carolina are to 
have access to realistic prepaid medical ser- 
vice policies from the two non-profit Blue 
corporations in our state, our Medical So- 
ciety must take positive action. If realistic 
policies of this type are not made available 
within the immediate future to the citizens 
of this country, we may expect positive 
legislative action towards this problem on a 
national level. 

There is reason to believe that our Society 
with its own corporation, answerable to the 


: 

& 
: 


182 


House of Delegates, formulating policies, 
establishing professional service payment 
rates commensurate with premium rates on 
a realistic income level basis, can expect and 
obtain the cooperation of 85 to 90 per cent 
of its membership. I sincerely hope that the 
House of Delegates will, in Asheville this 
year, authorize and order the immediate im- 
plementation of this plan. National Blue 
Shield still indicates a desire to participate 
with us. Non-profit Blue Cross companies 
within this state may cooperate at their dis- 
cretion. There is evidence that the private 
enterprise insurance industry desires to co- 
operate. The time to move is now. 


Amos N. JoHNsoNn, M.D. 


Correspondence 


VITAMIN SUPPLEMENT FOR 
Hicu STUDENTS 


To the Editor: 

I write with reference to the article by 
Dr. Frank FE. Barnes, Jr., “Vitamin Supple- 
ments and the Incidence of Colds in High 
School Basketball Players: A Preliminary 
Report.’ Dr. Barnes is to be commended for 
his desire to investigate the possibility that 
vitamin supplements might benefit the 
health of high school students. He ends, 

. it is believed that the vitamins de- 
finitely improved the health of the students. 
It is suggested that all high school students 
need multivitamin supplements, particular- 
ly during strenuous athletics in the fall and 
winter months.” 

Unfortunately, these conclusions are not 
justified in view of the design of the in- 
vestigation. Undoubtedly the vitamin manu- 
facturers are likely to quote Dr. Barnes’ 
conclusions in their advertising. Again, we 
should be concerned about the possibility 
of unnecessary expenditure of money on 
vitamins by lay persons who are not quali- 
fied to interpret the meaning of such a 
report, and who may be unduly impressed 
by the conclusions. For these reasons the 
study needs to be redesigned and repeated. 
A survey of the article leads to the follow- 
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ing essential comments. The 16 “other boys 
and girls of the same age and background 
as the players” who served as a “control 
group” unfortunately have one very great 
difference which was ignored in the study, 
namely, that they are not basketball players. 
It is possible that non-players would ex- 
perience a different number of colds even 
if they had also been receiving a vitamin 
supplement. In fact they received nothing, 
not even a placebo. In any case, the common 
cold leads a fairly typical course and it is 
doubtful if the “colds” of one day’s duration 
are the same kind of illness as those of 
longer duration. Certainly, the presence or 
absence of a cold is a very subjective factor 
which must not be left uncontrolled. Other 
factors include the official enthusiasm de- 
scribed by Dr. Barnes and possibly the day- 
to-day successes or failures of the teams. It 
is interesting to notice Dr. Barnes’s state- 
ment that on one day 7 boys reported with 
colds following a “hard, rough game the 
night before, a circumstance that was re- 
peated during the sixth week, when 6 play- 
ers reported for practice with colds on a 
Monday, but no colds appeared during the 
rest of he week.” Unfortunately, he does 
not tell us whether the teams were having 
a winning or losing streak at that time, but 
this might have important effects upon the 
incidence of illness. 

All the variables can be fairly adequately 
taken care of by setting up a carefully con- 
trolled study using the double blind tech- 
nique. It is for this reason that I am writing 
this letter, not in a spirit of criticism but in 
the hope that Dr. Barnes will feel encour- 
aged to continue with his work and to re- 
peat it under more scientifically rigorous 
conditions. A research study such as he is 
conducting is worth going to some trouble 
over as the results can prove to be most 
enlightening. With a minimal degree of 
assistance, it should be possible for Dr. 
Barnes to divide his basketball players 
randomly into two groups who would then 
receive coded vitamin supplements or iden- 
tical-looking tablets of no_ therapeutic 


value, while neither the players nor those 
involved in evaluating the study are aware 
of which people are getting which prepara- 
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tion. A study of this sort would be open to 
accurate statistical evaluation and a most 
important publication would result. 

In North Carolina there are three medical 
schools each with many workers (psycholo- 
gists, biostatisticians, and others) who are 
qualified to help design a suitable controlled 
study. I hope that Dr. Barnes will avail him- 
self of such assistance and I am looking 
forward to seeing a further article by him. 

John A. Ewing, M.D. 
Department of Psychiatry 
University of North Carolina 
(Dr. Barnes’ reply to 
Dr. Ewing follows.—Ed.) 
Smithfield 
Dear Dr. Ewing: 

Your comments for a double-blind control 
study as well as a study done on a bigger 
scale are certainly worth while criticisms. 
This sort of thing I have in mind at the 
present time. I hope to go ahead next year 
with a study of the Selma and the Smithfield 
high schools, using one as a control. The 
study that I undertook at the Smithfield 
High School was done more out of curiosty 
than anything else, as I was quite curious 
about the actual benefits of vitamins on the 
general public or on growing students. I 
have been deluged with vitamin literature 
by the different drug companies, and when 
Squibb offered me sufficient vitamins to 
carry out this study I thought I would just 
follow it through and see if there was any 
advantage in this type of medication on a 
growing boy or girl. This study has already 
been criticized by the A.M.A.’s Council on 
Nutrition. They felt that a growing boy or 
girl does not need vitamins. They might be 
correct. But after the study that was done 
by the student nurses from the University 
of North Carolina on our high school stu- 
dents, I was quite convinced that these kids 
were not on an adequate diet that gave them 
all the necessary vitamins. We found that a 
great percentage of these children did not 
eat a balanced diet, and it is amazing that 
they can even exist on what they put into 
their stomachs. I am also convinced that 
the two sessions of supposedly sore throats 
or colds that happened on two different oc- 
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casions were nothing more than evidences 
of fatigue, as the symptoms disappeared so 
quickly. I suppose that an ideal study at the 
present time would be to give the children 
in the gym classes the vitamins and keep 
the high school basketball athletes on just 
the regular diets they receive at home. If 
I can get the cooperation of the school of- 
ficials and the parents, I certainly intend to 
follow up this sort of study as I think it is 
worth while and will either condemn or 
show the need for vitamin supplements to 
our growing high school students. 

I am not sure whether vitamins are doing 
these kids any good or not, but they seem 
to get through school very well, without 
colds, and our girls just won the district 
championship. I would welcome any further 
investigations by people at schools such as 
the University of North Carolina or at other 
high schools. I hope that somebody else 
will pick this up and continue the study. I 
know that several of the universities have 
their athletes on vitamins. Ohio University 
had their basketball team on vitamins when 
they went to the National Championship last 
year. There has also been a study done at 
the Naval Academy where it was found that 
huge doses of vitamin C have cut down the 
incidences of bruises on the football players. 
All these things will have to be investigated 
further before we come up with a definite 
conclusion and I hope that the vitamin dis- 
tributors will not take advantage of this 
article to try to impress the public that 
everybody needs vitamins. Certainly the 
doctors have been deluged with this kind of 
thing and I am sure they will not swallow 
the whole article as a final conclusion. 

Frank E. Barnes, Jr., M.D. 
* 
PAYMENT TO PHYSICIANS UNDER 
THE Kerr-MILLs Act 
To the Editor: 

I am writing this to call attention of the 
membership of the Medical Society of North 
Carolina to an event quite pertinent to the 
action taken by the House of Delegates at 
the called meeting February 26, 1961. 

On February 28 there appeared in the 
newspapers a report of remarks made by 
Dr. Blasingame, Executive Vice President 
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of the A.M.A., in support of the Kerr-Mills 
Act as opposed to the Kennedy Bill. I am 
enclosing a clipping of this report as obtain- 
ed from The Virginian-Pilot. You will note 
that Dr. Blasingame makes a special point 
of the fact that Kerr-Mills provides for 
FULL medical care to the needy aged as 
opposed to the Kennedy plan. He further 
specifies that physicians and_ specialists 
services are provided for. 

I think we must assume that the mass of 
the reading public throughout the State of 
North Carolina will have read this report 
and will no doubt presume that the North 
Carolina legislature in preparing legislation 
implementing the Kerr-Mills Act will in- 
clude provisions for full payment for med- 
ical care. 

The Hertford County Medical Society 
asked me to serve as their delegate to the 
February 26 meeting and requested that I 
support the establishment of an equitable 
fee schedule for payment of physicians and 
specialists providing care. We felt that it 
would be possible for the North Carolina 
Society to negotiate a_ satisfactory fee 
schedule with the designated administrative 
agency of the Kerr-Mills Act in North Caro- 
lina. As you know, this proposal was over- 
whelmingly defeated by the House of Dele- 
gates. 

The House of Delegates in its action on 
Sunday is denying to the needy aged of 
North Carolina the benefit of full medical 
care. A great point was made of how pro- 
vision for payment of physicians would 
cause further deterioration of public rela- 
tions of medical doctors. The vast majority 
of the delegates decided that it would be 
better for doctors to bill the patient directly 
for services rendered. We ought to realize, 
however, that when a person has been 
authorized to obtain medical care under the 
provisions of whatever law is finally passed 
by the North Carolina Legislature, he is 
not going to be very happy with the doctor 
who tells him to haul out his wallet and 
from his own personal resources pay for ser- 
vices rendered. He will be especially un- 
happy now that he has been lead to believe 
by widely published statements of A.M.A. 
leadership that payment of his doctor is 
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provided for. I fail to see how this will im- 
prove our public relations. 

Let us assume that the North Carolina 
Legislature passes a law providing medical 
care for the needy aged and omits any pro- 
vision for payment of physicians. The Legis- 
lature now has proof that this is in accord- 
ance with the wishes of the vast majority of 
North Carolina doctors. I think it is safe to 
predict that there will be strong public 
reaction against doctors billing this group 
of patients for services. Because of the 
action of the House of Delegates, this will 
be a reaction against us and not against the 
Legislature. 

It was argued that if the doctors of North 
Carolina cooperated with this government 
plan for providing full medical care to the 
needy aged we would be fostering socialized 
medicine. This is no doubt true. The North 
Carolina Medical Society is glaringly incon- 
sistent, however, when it refuses to negoti- 
ate an equitable Act and at the same time 
continue to approve of negotiated fees under 
other government medical care programs 
such as MEDICARE, VA Home Care, North 
Carolina Industrial Commission, Vocational 
Rehabilitation, etc. To be consistent, we 
should immediately invalidate all such con- 
tracts and return to a private fee basis in 
providing care to these special groups. 

Edward T. Viser M.D., President 
Hertford County Medical Society 


Value of Hypaque Cited 
In Brachial Arteriography 

The diagnostic efficiency and safety of retro- 
grade brachial arteriography, performed with the 
contrast agent Hypaque in 200 patients, is de- 
scribed by Dr. Robert A. Kuhn in the Journal of 
Neurosurgery (17:955, 1960). 

There were no cases of morbidity or death in 
a series of more than 200 brachial angiograms in 
adults and children. 

It is pointed out that the method requires little 
time and has been accompanied by far less dis- 
comfort to the patient than percutaneous cervi- 
cal puncture. Dr. Kuhn suggests that retrograde 
brachial arteriography be performed, in prefer- 
ence to percutaneous techniques, in three cate- 
gories of patients. These are: patients for whom 
right carotid percutanous puncture would be 
planned; patients requiring vertebral angiogra- 
phy; and as an integral part of total survey of 
the cerebral circulator ysystem. 
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Committees & Organizations 


Trust Stupy COMMITTEE* 
THe KeocHu anp THE MEDICAL SOCIETY 


The Medical Society of the State of North 
Carolina has given attention to the Keogh 
bill (H. R. 10) type of legislation since 1957, 
when Dr. William A. Sams called it to the 
attention of the House of Delegates. In 1959 
President Lenox Baker appointed a Trust 
Study Committee, ad hoc to the Finance 
Committee, to follow this proposed legisla- 
tion and to advise on the feasibility of the 
Society’s sponsoring a retirement plan under 
it for the benefit of the members. 

In May, 1960 the committee presented a 
preliminary draft of a proposed North Caro- 
lina Medical Retirement Savings plan which 
would comply with the proposed legislation 
at that time. The House of Delegates adopt- 
ed a resolution in May, 1960, which would 
allow the committee to negotiate with bank- 
ing and insurance institutions to implement 
the provisions of any retirement benefit 
legislation, if and when such legislation 
was enacted. The president of the Society 
would also be authorized to execute, on be- 
half of the Society, a trust agreement with 
banking and insurance institutions. 

H. R. 10 was not passed by Congress in 
1960, but has been reintroduced in 1961 
with the same H. R. 10 number. The new 
bill incorporates some of the provisions of 
of the previous one, but has been changed 
in other ways. As far as the individual 
physician is concerned, these changes are 
not substantial. 

When the Keogh Bill is finally passed, a 
large number of plans and programs will be 
available in which self-employed individuals 
can participate. It is anticipated that most 
large insurance companies will offer retire- 
ment programs which will be tied in with 
life or disability insurance. Also, large banks 
will operate a common trust fund in which 
self-employed individuals may participate 
by the purchase of units in the fund. 

A number of medical organization now 
have in operation plans which can be adapt- 
ed to obtain the benefits from the Keogh 


*Dr. Jesse Caldwell, chairman. 
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legislation. The committee has studied the 
plans of the medical societies of Colorado, 
Florida, Canada, the American Academy of 
General Practice, and the American College 
of Obstetrics and Gynecology. 

Participation in a large state-wide plan 
seems to hold definite advantages over 
participation in one of the many smaller 
plans on an individual basis. Generally, the 
trustees’ charges for operating these funds 
decrease as the size of the fund increases. 
Also, the investments in a trust fund par- 
ticularly designed for physician participants 
would be different from those in a fund 
designed for widows and minors. The fact 
that the income from the trust fund would 
not be taxable would also have considerable 
bearing on the placement of principal by 
the fund. In the purchase of annuities with 
a guaranteed fixed income, a society plan 
holds a definite advantage because of the 
special rates made for the society. 

It is recognized that every physician will 
have his own ideas about the best way to 
provide for his retirement. However, the 
Trust Study Committee is planning to re- 
commend to the House of Delegates that a 
plan for this Society be provided for tiiose 
who wish to participate in a plan especially 
designed for physicians. 


What’s The Score? 

During the first ten months of 1960, accidents 
claimed the lives of 2174 North Carolinians, ac- 
cording to data released by the Public Health 
Statistics Section of the North Carolina State 
Board of Health. This is a slightly greater toll 
than for the corresponding ten months in 1959, 
when there were 2,121 deaths from all accident 
causes. 

Motor vehicle accidents accounted for 1030 
deaths; home and farm accidents, 670 deaths; all 
other accidents caused 474 deaths during the ten- 


month period in 1960. 


Life Insurance Medical Research Fund 

Dr. William A. Jeffers, associate professor of 
medicine in the School of Medicine of the Uni- 
versity of Pennsylvania, and an authority on 
the surgical treatment of hypertension, will be- 
come scientific director and executive officer of 
the Life Insurance Medical Research Fund, it 
was announced recently by the fund’s board of 
directors, meeting at the Sheraton East Hotel, 
New York City. 
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COMING MEETINGS 

Medical Society of the State of North Carolina, 
One Hundred Seventh Annual Session — Battery 
Park and George Vanderbilt Hotels, Asheville, 
May 6-10. 

North Carolina Heart Association — Robert E. 
Lee Hotel, Winston-Salem, May 24. 

Mountain Top Medical Assembly — Waynes- 
ville, June 22-24. 

Seaboard Medical Association of Virginia and 
North Carolina — The Carolinian Hotel, Nags 
Head, June 16-18. 

American Society of Internal Medicine, Annual 
Meeting—-Eden Roc Hotel, Bal Harbour, Florida, 
May 6-7. 

Virginia Academy of General Practice, Annual 
Scientific Assembly—Sheraton Park Hotel, Wash- 
ington, D. C., May 11-14. 

American Medical Association, Annual Meet- 
ing — New York City, June 26-30. 


New MEMBERS OF THE STATE SOCIETY 


The following physicians joined the Medical 
Society of the State of North Carolina during the 
month of February: 

Dr. Thomas Edgar Ross, 104 S. Randolph St., 
Rockingham; Dr. George Washington Galloway, 
Jr., Hamlet Hospital, Hamlet; Dr. Roy Venden 
Berry, 69 Circle Drive, McCain; Dr. Harry Lester 
Johnson, Jr., Eastern Rowan Medical Center, 
Granite Quarry; Dr. Bobby Maxwell Foster, 717 
Hospital Drive, Mocksville; Dr. Robert Bruce Mc- 
Queen, 214 Marshall St., Graham; Dr. Robert Yu- 
dell, 440 Halstead Drive, Charlotte; Dr. Jeanne 
Marie Voltaggio Sing, 2601 Woodbrook Lane 
Charlotte; Dr. Donald Benjamin Hackel, Duke 
University Medical Center, Durham; Dr. William 
P. Wilson, Duke University Medical Center, Dur- 
ham. 


News NOTES FROM THE 
BOWMAN GRAY SCHOOL OF MEDICINE 
OF WAKE COLLEGE 

Dr. William H. Boyce, professor and chairman 
of the Department of Surgery’s section on urol- 
ogy, participated in a Medical College of South 
Carolina postgraduate seminar, February 23. He 
spoke on “Urinary Factors in Stone Formation” 
and led discussions on the same topic. 

* 

Dr. Harold D. Green, Gordon Gray Professor 
of Physiology, has been named to the scientific 
council of the Institute for Advancement of Med- 
ical Communication, an organization devoted to 
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the development and explorations of new meth- 
ods and media for transmitting information with- 
in bio-medical professions. 
* 
On February 7, Dr. Frank R. Lock, professor 
and chairman of the Department of Obstetrics 
and gynecology, spoke on “Rubella in Pregnancy” 
at a meeting of the Buffalo Obstetrics and Gyne- 
cological Society. On February 20, Dr. Lock spoke 
on his rubella studies to the faculty and house 
staff of the University of Maryland School of 
Medicine. 
* * * 
Dr. Isadore Meschan, professor and chairman 
of the Department of Radiology, served as in- 
structor in the radiology section of the Armed 
Forces Institute of Pathology from February 27 
through March 3. 
Dr. Martin G. Netsky, professor and chairman 
of the Department of Neurology, has been named 
an assistant examiner for the American Board 
of Psychiatry and Neurology. 


News NOTES FROM THE UNIVERSITY OF 
NortH CAROLINA SCHOOL OF MEDICINE 
Dr. Oliver Lowry, professor of pharmacology 
at the Washington School of Medicine in St. 
Louis, Missouri, was the sixth Lee B. Jenkins 
Lecturer at the University of North Carolina 
School of Medicine on February 22. He spoke on 
“The Chemical Structure of the Retina.” 
The lecture is an annual event established 
through the Lee B. Jenkins Endowment in 1954 
by Mrs. Jenkins in memory of her husband, a 
prominent civic-minded industrialist of Kinston. 
* * 

The chairman and two members of the Depart- 
ment of Obstetrics took part in the Atlanta meet- 
ing of the South Atlantic Association of Obstetri- 
cians and Gynecologists, February 15-18. 

Dr. Robert A. Ross, professor and chairman of 
the department, discussed aspects of a caesarean 
section during the group’s twenty-third annual 
meeting, while Dr. Leonard Palumbo, Jr., as- 
sociate professor in the department, presented a 
paper the same day entitled, “Palliation in Gyne- 
cologic Cancer” during the meeting’s third scien- 
tific program. 

While in Atlanta, Dr. Ross also engaged in dis- 
cussions at the Regional Conference on Perinatal 
Mortality and Morbidity being held by the Amer- 
ican Medical Association, under the sponsorship 
of the Committee on Maternal and Child Care of 
the Council on Medical Service. 

x * 

A grant of $229,440 for a special five-year train- 
ing program in genetics research has been award- 
ed the School of Medicine by the U. S. Public 
Health Service. 

Dr. John B. Graham, professor of pathology, 
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will be the director of the program, which be- 
came effective March 1. 

& 

Convulsive Seizures in children was the topic 
discussed at North Carolina’s Seventh Annual 
Conference on Children with Special Needs on 
March 2 at the University of North Carolina 
Memorial Hospital. 

Dr. William P. Richardson, assistant dean of 
the School of Medicine and chairman of the Co- 
ordinating Committee on Children with Special 
Needs of the North Carolina Health Council was 
planning committee chairman of the conference. 

* 

Dr. Thomas W. Farmer, professor of neurolo- 
gical medicine, moderated a panel on “North 
Carolina and the Epileptic’. Members of the 
panel were Dr. Bluma B. Weiner, Coordinator of 
Special Education of Woman’s College, U. N. C.; 
Dr. Robert R. Huntley, director of the Gen- 
eral Practice Residency Program, School of Med- 
icine; Miss Euzelia Smart, chief of Social Serv- 
ice, North Carolina Memorial Hospital; F. Kent 
Burns, Assistant North Carolina Attorney Gen- 
eral; Dr. C. B. Kendall, Director, Crippled Chil- 
dren’s Section, North Carolina State Board of 
Health; and Charles H. Warren, Director of Vo- 
cational Rehabilitation, North Carolina Depart- 
ment of Public Welfare. 

* * 

Dr. Charles E. Flowers Jr., associate professor 
of obstetrics and gynecology, has been elected to 
the National Executive Committee and the Na- 
tional Board of Directors of United Cerebral 
Palsy. 

Dr. Flowers is president of United Cerebral 
Palsy of North Carolina. Much of his research 
has been in the field of injuries associated with 
the birth process. 

* * * 

Among five veteran professors of the Univers- 
itv of North Carolina scheduled to retire July 1 
is Dr. W. Critz George, professor of anatomy. 

Dr. George, a noted specialist in comparative 
studies of the blood of invertebrate animals and 
man, is a native of Yadkin County. 

He first taught at the University in 1912 upon 
receiving his Masters degree in zoology. here. 
He later received his Ph.D. in 1918, and taught at 
Guilford College, the University of Georgia, and 
the University of Tennessee before returning to 
the -University. 


News NOTES FROM THE UNIVERSITY OF 
NortH CAROLINA SCHOOL OF PUBLIC HEALTH 


CHAPEL HILL—A _ public health problem 
which would require an engineer several days of 
work was solved recently by a Univac machine 
at the University of North Carolina Computa- 
tion Center in one minute. 

The demonstration was staged by Dr. John 
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W. Carr III, director of the Computation Center. 
Dr. Carr lectured and demonstrated the giant 
“electronic brain” before faculty members and 
students of the Department of Sanitary Engineer- 
ing of the School of Public Health. 

The problem was posed by Dr. Charles Weiss 
of the School of Public Health, and dealt with 
pollution of rivers. 

The public health professor turned over to Dr. 
Carr certain data involving measurements of oxy- 
gen in a stream, plus measurements of the oxy- 
gen content of the water at regular intervals. 
After the material was prepared for the machine, 
the actual computation of future stream pollu- 
tion, or lack of it, was available in one minute. 
This problem, if done by an engineer with a desk 
calculator, would have taken several days. 

Such problems as this one are vital to the in- 
dustrial growth of North Carolina. New factories 
are discharging increasing amounts of waste mat- 
ter into streams. At the same time, pure water 
is one of the most essential factors in the indus- 
trial development of a state or a region. 


News NOTES FROM THE DUKE UNIVERSITY 
MEDICAL CENTER 

The old saying, “cold hands mean a warm 
heart” has taken on a new twist at the Duke Uni- 
versity Medical Center. 

Looking for better wavs to treat cancer, Duke 
surgeons have developed a method in which the 
patient’s over-all body temperature is reduced 
some 10 degrees Fahrenheit below normal while 
at the same time, his abdominal area is heated to 
a fever temperature of around 102 degrees. 

Dr. W. W. Shingleton, Duke professor of sur- 
gery who headed development of the technique, 
said that this combination of high and low tem- 
peratures permits a safer and more effective use 
of anti-cancer chemicals. 

While procedures for lowering and raising body 
temperature have previously been employed by 
surgeons, the Duke development is believed to 
mark the first time that the two techniques have 
been used simultaneously in the same patient 
undergoing cancer chemotherapy. 

Since anti-cancer chemicals work better at 
higher temperatures, surgeons hit upon the idea 
of warming the drug-carrying blood. One of the 
pioneers in the “hot blood” technique is Duke 
neurosurgeon and Medical School Dean Barnes 
Woodall, who first used it for treating cancer of 
the head and neck. 

When applied to cancer of the abdominal or 
pelvic areas, however, the method presents a 
problem, Dr. Shingleton said, “because it is ex- 
tremely difficult to isolate the blood circulation 
of this region from the rest of the body’s circula- 
tory system.” 

The Duke surgeon and his associates turned to 
hypothermia (lowered body temperature) as an 
answer to this problem. 
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“Essentially, what we do is lower the patient’s 
temperature from a normal 98.6 degree F. to 
around 87.8 degrees by use of cold blankets,” Dr. 
Shingleton explained. “At this temperature, the 
blood becomes more viscous (thick) and the tox- 
icity (poisoning effect) of anti-cancer drugs is 
reduced. Simultaneously, the surgically isolated 
blood supply to the abdominal area is heated by 
means of a special heat exchanger developed at 
Duke, and the anti-cancer drugs.” 
* * * 

A new international scholarship has been 
established to permit British medical students 
to visit the Duke University Medical Center for 
three-month periods, Dr. Barnes Woodhall, dean 
of the Duke Medical School, announced recently. 

The scholarship will be financed jointly by the 
British Medical Student Association, the Duke 
Chapter of the Student American Medical As- 
sociation, and the Duke Medical Center. 

One British medical student will be selected 
annually to spend three months at Duke study- 
ing a clinical subject such as surgery, medicine, 
pediatrics, psychiatry or obstetrics. 

* * 

How do victims of accidental facial disfigure- 
ment feel about their loss, and how can they 
be helped most effectively? 

Research designed to throw light on these 
questions is in progress at the Duke University 
Medical Center. 

Prof. Elon H. Clark, head of the Center’s De- 
partment of Medical Art and Illustration, is 
directing the study under a grant from the Office 
of Vocational Rehabilitation, U. S. Department of 
Health, Education and Welfare. 

The project is centered on finding ways to 
produce better artificial ears, noses and other 
parts of the face that may be lost through injury 
or disease, Professor Clark said. 

It is also concerned with evaluating the psy- 
chological effects of facial disfigurement, before 
and after cosmetic restoration, in order to pro- 
vide for more effective rehabilitation of patients. 


NortTH CAROLINA HEART ASSOCIATION 


The North Carolina Heart Association will 
hold its annual Scientific meeting at the Robert 
E. Hotel in Winston-Salem on May 24. 

Speakers and subjects will be as follows: 

Morning Session 
10 a.m. to 12:15 p.m. 
Dr. Samuel Mellet, University of Pennsylvania 

Diagnosis of Heart Arhythmias 
Dr. George Morris, Baylor University 

Renogenic Hypertension 
Dr. Irvine Page, Cleveland Clinic 

Pathogenisis and Treatment of Hypertension 

Afternoon Session 
2 p. to 5 p.m. 
Dr. Mellet 
Treatment of Heart Arhythmias 
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Dr. Morris 

©xtracranial Cerebral Vascular Lesions 
Dr. Page 

Atherosclerosis 

Clinicopathological Conference: Dr. Eugene A. 
Stead, Jr. of Duke University Medical Center 
and Dr. Robert Prichard of Bowman Gray School 
of Medicine. 


News NOores 
Dr. Frank E. Pollock of Winston-Salem has 
announced the removal of his offices from the 


Nissen Building to 207 South Hawthorne Road. 
His practice is limited to orthopaedic surgery. 


SouTtTH CaROLINA MEDICAL ASSOCIATION 


The One Hundred Thirteenth annual meeting 
of the South Carolina Medical Association will 
be held at the Francis Marion Hotel, Charleston, 
South Carolina, April 25-27. The program will 
include the usual business meeting, and a scien- 
tific program which will be presented largely by 
members of the faculty of the Medical School of 
the University of North Carolina. 

Speakers will be Dr. James F. Newsome, Dr. 
Herbert S. Harned, Dr. William B. Blythe, Dr. A. 
Stark Wolkoff, and Dr. Charles A. Bream. Speak- 
ers from South Carolina will include Drs. Frank 
F. Espey of Greenville, Peter Gazes, and Wendell 
Thrower, both of Charleston. 


ASSOCIATION OF AMERICAN MEDICAL COLLEGES 

Thirty junior and senior medical students 
from across the nation were named recently as 
winners of foreign fellowships made possible by 
a $18,000 grant from Smith Kline & French 
Laboratories, Philadelphia pharmaceutical firm, 
and administered by the Association of American 
Medical Colleges. 

Two of the winners are students at medical 
schools in North Carolina: 

Robert L. Browning of Monroe, a junior at 
the University of North Carolina School of Med- 
icine, received a grant of $2,423.54 to permit him 
and his wife, a hospital pharmacist, to spend 11 
weeks at a Baptist Mission Hospital in Nigeria, 
West Africa. 

John W. Reed, a junior at the Bowman Gray 
school of Medicine of Wake Forest College, re- 
ceived $1,025.90 to spend 10 weeks at the same 
Baptist Mission Hospital in Nigeria. Reed’s 
parents live in North, South Carolina. 


THE WoRLD MEDICAL ASSOCIATION 


A special chartered plane leaving Paris on 
September 9, 1961, and arriving in Rio de Janeiro 
on September 10 has tentatively been scheduled 
to provide first class accommodations at economy 
prices for the doctors and their families who 
will attend the fifteenth General Assembly of 
the World Medical Association. 
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A special program of general sightseeing with 
experienced bilingual guides will be available 
from September 11 to 14 to those joining the 
chartered tour. Following the adjournment of 
the General Assembly the tour will visit Brasilia 
on September 21; Sao Paulo September 22, and 
depart for Paris on September 24, arriving on 
September 25. 

The approximate cost for each participant will 
be $966.00. This price will include all air trans- 
portation, first class hotel accommodations; the 
registration fee; general sightseeing with our 
conductors and guides, and three meals daily 
while on the visit to Sao Paulo and Brasilia. 

To obtain additional information address in- 
quiry to: 

The World Medical Association 
10 Columbus Circle 
New York 19, New York 


U. S. DEPARTMENT OF 
Hea.tu, EDUCATION, AND WELFARE 

The Public Health Service is now accepting 
applications for graduate training in public 
health for the 1961-1962 academic year. 

Congress established the public health training 
program in 1956 in recognition of the urgent need 
to increase the numbers of personnel trained to 
conduct effective programs in public health 
agencies. In 1959 the Congress extended the pro- 
gram to operate through June 30, 1964. 

The awards provide stipends for living ex- 
penses of the trainees in addition to tuition and 
fees. Information and application forms may 
be obtained from the Division of Community 
Health Practice, Public Health Service, Washing- 
ton 25, DB: C. 

Dr. Margaret H. Sloan, National Blood Pro- 
gram executive and staff director of a recent 
medical research study for the Senate Appro- 
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priations Committee, has been appointed special 
assistant to the director of the National Cancer 
Institute for program development, particularly 
in the international field. 

x * * 

The usefulness of tranquilizing drugs in pre- 
venting rehospitalization of chronic  schizo- 
phrenic patients has been demonstrated by re- 
search recently reported to the National Institute 
of Mental Health’s Psychopharmacology Service 
Center, according to Dr. Robert H. Felix, director 
of the institute. 

Follow-up studies of released mental patients 
have shown that under suitable treatment with 
the drugs, it is possible for many patients who 
suffer relapse and would otherwise be hospitaliz- 
ed to live at home and in some cases to hold 
regular employment. 

Findings from this study are currently being 
used in an expanded study to compare the long- 
term effectiveness of drug treatment outside the 
hospital, with the results of rehospitalization. 

All of these studies have received support from 
the National Institute of Mental Health through 
its Research Grants Program. 


Patients hospitalized with schizophrenia, the 
nation’s number one mental disorder, stay in 
mental hospitals almost one and a half times 
longer than other mentally ill persons, accord- 
ing to the March issue of Patterns of Disease, a 
monthly Parke, Davis & Company publication 
for physicians. Average hospital residence of a 
schizophrenic is 10.8 years, compared with 7.5 
for patients with other mental disorders. 

However, many schizophrenic persons with 
symptoms not severe enough to warrant hos- 
pitalization are treated by physicians other than 
psychiatrists. Today, 8 of 10 of these patients 
need not be institutionalized, according to Pat- 
terns, 
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Book Review 


The Gentle Legions. By Richard Carter. 
335 pages. Price $4.50. New York: Double- 
day & Company, Inc., 1961. 

In this book Mr. Carter makes it evident that 
he has the same prejudice against the medical 
profession that was certainly not disguised in 
his earlier book, “The Doctor Business.” He 
makes a good case for the non-medical members 
of the fund-raising organizations, especially the 
big five—The Red Cross, the American Cancer 
Society, the American Heart Association, the 
American Tuberculosis Association, and the Na- 
tional Foundation. He pays a well deserved 
tribute to the volunteer workers in these groups. 
He skims over rather lightly the overlapping 
of interests in the various foundations and the 
multiplication of organizations for comparatively 
insignificant diseases. 

The final chapter is devoted to the rivalry 
between the United Fund and the independent 
groups. This is undoubtedly a most controversial 
issue—but it is evident that his sympathy is 
altogether with the independents. 

If allowance is made for the author’s prejudice 
against doctors, especially against the American 
Medical Association, the book can be recommend- 
ed as a mine of information about the voluntary 
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fund-raising organizations, especially the big five. 
Of these it is apparent that the National Founda- 
tion is the favorite. 


pHisoHex Plays Important Part 
In Ending “Staph” Epidemic 

Continuous education of nursery personnel, 
plus routine washing with the sudsing detergent 
pHisoHex, as well as other control measures, 
helped end an epidemic of staphylococcic infec- 
tions at Walter Reed General Hospital, a group 
of medical investigators states in the U. S. Armed 
Forces Medical Journal (11:1415, 1960). 

Probably the most important factor in prevent- 
ing infection, in their opinion, was the “contin- 
uous program of educating nursery personnel on 
the potential hazards of nursery-acquired infec- 
tion.” In January 1959, the incidence of staphy- 
lococcic infection in infants born at Walter Reed 
General Hospital had reached 19 per cent, 
according to Captain Sherman S. Robinson, 
Captain Alexander F. Goley, Colonel Ogden C. 
Bruton and Colonel Hinton J. Baker. 

pHisoHex and Zephiran are manufactured by 
Winthrop Laboratories. 


Patterns reports that “while there may be 
agreement that schizophrenia ‘runs in families,’ 
opinions vary as to whether the familial factor 
is essentially genetic or environmental.” 
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The Month in Washington 


The medical profession, the U. S. Public 
Health Service and the National Founda- 
tion are working together in an all-out drive 
to get as many persons as possible to take 
Salk vaccine shots before the summer polio 
season starts. 

The Sabin live polio vaccine will not be 
available in quantity this year. 

The Salk vaccine campaign drive is di- 
rected particularly at children and younger 
adults in the lower economic groups. 

Dr. Julian P. Price, Florence, South Caro- 
lina, chairman of the American Medical 
Association’s Board of Trustees, pointed 
out that many children and younger adults 
in the lower income groups have not been 
inoculated against polio . 

“As long as ‘islands of unvaccinated per- 
sons’ exist even within well-vaccinated com- 
munities, polio epidemics remain a serious 


From Washington Office of the American Medical 
Association. 
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4, 100% natural vitamin D complex. 
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threat,” Dr. Price said. 

“Contrary to recent reports (in Scripps- 
Howard Newspapers),” he added, “the 
A.M.A. is strongly behind every effort to 
encourage the public to take advantage of 
the Salk vaccine without delay.” 

The Committee recommended that the 
first available supplies of the Sabin live oral 
vaccine be utilized in the following priority 
order: 

1. Epidemic control, 

community studies. 

2. Immunization of infants and pre-school 
school children. 

3. Selected area immunization of those 
segments of the population that are 
least well immunized. 

* * 

Congress now has before it legislation to 
carry out all of President Kennedy’s broad 
health program, but it is doubtful that the 
lawmakers will act upon some of it this year. 

Kennedy health legislation sent to Con- 
gress recently included bills on medical 


investigations and 
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education and federal grants for nursing 
homes and other community facilities. 

The Chief Executive also recommended 
an expanded program to combat water pol- 
lution. He requested Congress to authorize 
federal grants of $125 million a year for 10 
years to help states forming interstate water 
pollution control agencies. He also recom- 
mended increased federal aid to commun- 
ities building sewage treatment plants. 

The President proposed creation of a 
special unit in the Public Health Service to 
handle both air and water pollution matters. 

In accompanying letters to the presiding 
officers of the House and the Senate, Ken- 
nedy said he regarded his medical education 
proposals as the keystone of the over-all 
health program because “we are not pre- 
sently training enough (physicians) to keep 
up with our growing population.” 

The other bill would “make possible a 
substantial addition to the number of nurs- 
ing home facilities to care for long-term 
patients, and... help relieve the shortages 
of home health care programs,” Kennedy 
said. 

The medical education measure would 
authorize federal grants for scholarships for 
medical and dental students. Each medical 
and dental school would be eligible for a 
total of scholarship grants equal to $1,500 
times one-fourth of the enrollment after 
the program had been in effect for four 
years. The maximum individual scholarship 
would be $2,000 a year. Participating schools 
also would be eligible for federal grants of 
$1,000 per scholarship to help pay a school’s 
operating expenses. 

The community health facilities _ bill 
would increase the annual authorization 
for federal grants for construction of non- 
profit nursing homes from $10 million to 
$20 million and raise the minimum state 
allotment from $50,000 to $100,000 per year. 
It also would broaden the Public Health 
Service Surgeon General’s authority to con- 
duct research, experiments, and demonstra- 
tions on development and utilization of hos- 
pital services, facilities, and resources to 
include other medical facilities. 

Federal grants also would be authorized 
to help finance studies, experiments and 
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demonstrations by states and other non- 
federal agencies for development of new 
or improved methods of providing health 
services outside hospitals, particularly for 
chronically ill or aged persons. 

The A.M.A. found “much to applaud” in 
Kennedy’s over-all healh program, but stood 
fast in opposing the proposal to provide 
elderly persons with health care through 
the social security system. Dr. F.J.L. Blas- 
ingame, executive vice president of the 
A.M.A., said. 

“In fact, after studying this section of the 
President’s plan, the A.M.A. more strongly 
than ever reaffirms its support of the Kerr- 
Mills law.” 


Dr. Keefer Named Director of Merck & Co. 

Dr. Charles S. Keefer, Director of the Medical 
Center of Boston University—Massachusetts 
Memorial Hospitals, and president-elect of the 
American College of Physicians, was recently 
elected a director of Merck & Co., Inc., it was 
announced by Dr. Vannevar Bush, chairman of 
the Merck Board. 


Old Drugs Sometimes Superior To New 

“In the vigorous search for new and better 
drugs, effective and longstanding ones are fre- 
quently overlooked or forgotten,” according to 
Drs. Frederick Doran and Dorland F. Smith. 

Dose for dose, the analgesic dihydromor- 
phinone hydrochloride (Dilaudid), which was 
introduced in 1925, was found superior to most of 
the commonly used analgesics in the hospital. 
The report, which appears in the February issue 
of Clinical Medicine, states that the older drug 
produced more effective pain relief in a shorter 
period of time than other medications. It also 
caused less frequent and less severe side effects 
and achieved relief of pain at lower dosage 
levels. 

Dihydromorphinone is synthesized from mor- 
phine. The chemical conversion involved “. . . 
increases the analgesic effect about five times,” 
according to the report, and also results in fewer 
undesirable side effects. 


Classified Advertisement 


WANTED: Physician to join group of three 
physicians. Two general practitioners, one sur- 
geon in town of 7,500 people in Piedmont section, 
Northwest of Charlotte. Active practice is im- 
mediately available and an initial starting income 
can be guaranteed if desired. The group is affil- 
iated with hospital. All replies confidential. Re- 
ply to Box 790, North Carolina Medical Journal, 


Raleigh, N. C. 


¥ 
; 
4 
He 
: 
i 
ay 


April, 1961 


ADVERTISEMENTS 


GASTROINTESTINAL DISORDERS 


Pro-Banthine 


One characteristic of Pro-Banthine which has 
won it general medical acceptance is its versa- 
tility. Pro-Banthine has proved highly useful in 
the management of gastrointestinal disorders 
varying widely in both symptoms and severity. 

In peptic ulcer and in other disorders char- 
acterized by hyperacidity, hypermotility or 
spasm of the enteric tract, Pro-Banthine con- 
trols symptoms with a consistency attested in 
more than 375 published reports. 

This therapeutic proficiency results not 
merely from the high level of pharmaco- 
dynamic activity of Pro-Banthine but also from 
a favorable balance of its actions on both au- 
tonomic ganglia and parasympathetic effector 
organs. The total effect of this activity permits 
doubling or tripling the usual dosage to relieve 
severe or intractable conditions without unduly 
extending or aggravating secondary actions. 

Less than a satisfactory response! to Pro- 
Banthine may often be simply a result of less 
than adequate dosage. 


TABLETS 
AMPULS 


Pro-Banthine, brand of propantheline bro- 
mide, is supplied in tablets of 15 mg. for oral 
administration in conditions such as peptic 
ulcer, gastritis, duodenitis, pylorospasm, biliary 
dyskinesia and spastic colon, and in ampuls of 
30 mg. for intramuscular or intravenous 
administration in conditions such as ureteral 
spasm and pancreatitis in which prompt and 
vigorous effects are required or when nausea 
and vomiting preclude oral administration. 
Usual adult dosage: One tablet four times 
daily. Up to four tablets may be administered 
four times daily for severe manifestations. 


When emotional factors prevail — 


PRO-BANTHINE”® with DARTAL® 


Brand of propantheline bromide with th y 
(Not more than four tablets daily.) 


or 
PRO-BANTHINE® with Phenobarbital 


1. Krantz, J. C., Jr., and Carr, C. J.: The Pharmacologic Prin- 
ciples of Medical Practice, Baltimore, The Williams & Wilkins 
Company, 1958, p. 843. 


cG.0. SEARLE « CO., CHICAGO 80, ILLINOIS. Research in the Service of Medicine 
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‘B.W. & Co.’ ‘Sporin’ Ointments 
rarely sensitize... 

give decisive bactericidal action 

for most every topical indication 


brand Ointment 


The combined spectrum 5 ® 
of three overlapping é 

antibiotics will eradicate 

virtually all known top- 


ical bacteria. brand Antibiotic Ointment 


—_ 


brand Antibiotic Ointment positive and gram-nega- | 
tive organisms. 


efits of hydrocortisone. | 


terial action—plus the 
4 soothing anti-inflam- | 
oy matory, antipruritic ben- | 


—_ A basic antibiotic com- 
bination with proven 
ane effectiveness for the 

- topical control of gram- 


Contents per Gm. ‘Polysporin’® ‘Neosporin’® ‘Cortisporin’® 
‘Aerosporin’® brand 
Polymyxin B Sulfate 10,000 Units 5,000 Units 5,000 Units 
Zinc Bacitracin 500 Units 400 Units 400 Units 
Neomycin Sulfate - 5 mg. 5 mg. 
Hydrocortisone — — 10 meg. 
Supplied: Tubes of 1 oz., Tubes of 1 oz., Tubes of 4 oz. and 
Y% oz. and % oz. Y% oz. and % oz. Ym oz. (with 
(with ophthalmic tip) (with ophthalmic tip) ophthalmic tip) 


BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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-way support 
for the 
aging patient... 


N ASSISTS PROTEIN UPTAKE 
IMPROVES MENTAL OUTLOOK 
AIDS NUTRITIONAL INTAKE 


every morning ® 


RESTIN 


Geriatric Vitamins-Minerals-Hormones-d-Amphetamine Lederle 


1 small awl 


Each capsule contains: Ethinyl Estradiol 0.01 mg. Methyl 50 t-Lysine Monohydrochioride 25 mg. © Vitamin E 
Testosterone 2.5 mg. * d-Amphetamine Sulfate 2.5 mg. * Vitamin (Tocopherol Acid Succinate) 10 Int. Units * Rutin 12.5 mg. 
A (Acetate) 5,000 U.S.P. Units * Vitamin D 500 U.S.P. Units * Ferrous Fumarate (Elemental iron, 10 mg.) 30.4 mg. * lodine 
Vitamin B,, with AUTRINIC® Intrinsic Factor Concentrate 1/15 (as KI) 0.1 mg. © Caicium (as CaHPO,) 35 mg. * Phosphorus (as 
U.S.P. Unit (Oral) * Thiamine Mononitrate (B,) 5 mg. * Ribo- CaHPO,) 27 mg. © Fluorine (as CaF) 0.1 mg. * Copper (as CuO 
flavin (B,) 5 mg. © Niacinamide 15 mg. © Pyridoxine HCI (B,) 1 mg. © Potassium (as K,SO,) 5 mg. * Manganese (as MnO 

0.5 mg. * Calcium Pantothenate 5 mg. « Choline Bitartrate 1 sy: * Zinc (as ZnO) 0.5 mg. « Magnesium (MgO) 1 mg. « Boron 
25 mg. * Inositol 25 mg. * Ascorbic Acid (C) as Calcium Ascorbate (as NazB,07.10H,0) 0.1 mg. Bottles of 100, 1000. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York QQ 


HIGHLAND HOSPITAL, INC. 


Founded In 1904 


ASHEVILLE, NORTH CAROLINA 
Affiliated with Duke University 


A non-profit psychiatric institution, offering modern d agnostic and treatment procedures — insulin, electro- 
shock, psychotherapy, occupational and recreational therapy — for nervous and mental disorders. 


The Hospital is located in a 75-acre park, amid the scenic beauties of the Smoky Mountain Range of Western 
North Carolina, affording exceptional opportunity for physical and emotional rehabilitation. 


The OUT-PATIENT CLINIC offers diagnostic service and therapeutic treatment for selected cases desiring 
non-resident care. 


R. CHARMAN CARROLL, M.D. ROBERT L. CRAIG, M.D. JOHN D. PATTON, M.D. 
Medical Director Associate Medical Director Clinical Director 
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Therapeutic 
confidence 


Panalba is effective against 
more than 30 commonly 
encountered pathogens 
including ubiquitous 
staphylococci. Right from 
the start, prescribing it gives 
you a high degree of 
assurance of obtaining the 
desired anti-infective action 
in this as in a wide variety 
of bacterial diseases. 


& 


2 tonitis 


Supplied: Capsul each taini 
Panmycin*® Phosphate (tetracycline 
phosphate complex), equivalent to 

250 mg. tetracycline hydrochloride, and 


125 mg. Albamycin,* as novobiocin 
sodium, in bottles of 16 and 100. 
Adult dosage: 2 capsules four times a day. 


Side effects: Panmycin Phosphate has a 
very low order of toxicity comparable 
to that of the other tetracyclines and is 
well tolerated clinically. Side reactions to 
therapeutic use in patients are 
infrequent and consist principally of 
mild nausea and abdominal cramps. 
Albamycin also has a relatively low 
order of toxicity. In a certain few 
patients, a yellow pigment has been 
found in the pl This pi t 
apparently a metabolic by-product of 
the drug, is not necessarily associated 
with abnormal liver function tests. 
Urticaria and maculopapular dermatitis, 
a few cases of leukopenia, and 
agranulocytosis have been reported in 
patients treated with Albamycin. All 
of these side effects rapidly disappeared 
drug. 


upon discontinuance of the 


Caution: Since the use of any antibiotic 
may result in overgrowth of 
nonsusceptible organisms, constant 
observation of the patient is essential. 
If new infections appear during therapy, 
appropriate measures should be taken. 
As with any serious infection, therapy 
of peritonitis with Panalba or other 
antibacterial agents is adjunctive 

to surgical procedures and supportive 
therapy. 


The Upjohn Company 
Kalamazoo, Michigan 


Inflammatory 
process 
of the 


peritoneum 


“Trademark, Reg. U. S. Pat. Off. 


your broad-spectrum 
: antibiotic of first resort 
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SAINT ALBANS 


PSYCHIATRIC HOSPITAL 


(A Non-Profit Organization) 


Radford, Virginia 


James P. King, M.D., Director 


Daniel D. Chiles, M.D. 
Clinical Director 
James K. Morrow, M.D. 
Silas R. Beatty, M.D. 
Clinical Psychology: 
Thomas C. Camp, Ph.D. 
Artie L. S1urgeon, Ph.D. 


William D. Keck, M.D. 


Edward W. Gamble, Ill, M.D. 


J. William Giesen, M.D. 
Internist (Consultant) 


Don Phillips 
Administrator 


AFFILIATED CLINICS 


Bluefield Mental Health Center 
525 Bland St., Bluefield, W. Va. 
David M. Wayne, M.D. 
Phone: DAvenport 5-9159 


Charleston Mental Health Center 


1119 Virginia St., E., Charleston, W. Va. 


B. B. Young, M.D. 
Phone: Dickens 6-7691 


Beckley Mental Health Center 


109 E. Main Street, Beckley, W. Va. 


W. E. Wilkinson, M.D. 
Phone: CLifford 3-8397 


Norton Mental Health Clinic 


Norton Community Hospital, Norton, Va. 


Pierce D. Nelson, M.D. 
Phone: 218, Ext. 55 and 56 
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3g iS the SYMBOL of ASSURANCE OF ETHICAL 


public relations minded handling of your accounts 


receivable and collection problems. 


= 1S the EMBLEM of sound experience in SERVICE 
to the professional offices. 
iS the MARK of complete PROFESSIONAL 
Doctor accounts receivable service. 


Here Are the BUREAUS in Your Area Capable and Ready to Serv2 You 


MEDICAL - DENTAL CREDIT BUREAU 
514 Nissen Building 

P. O. Box 3136 

Winston-Salem, N. C. 

Phone PArk 4-8373 


MEDICAL - DENTAL CREDIT BUREAU 
20412 W. Morehead, Library Building 
P. O. Box 983 

Reidsville, N. C. 

Phone Dickens 9-4325 


MEDICAL - DENTAL CREDIT BUREAU 
310 N. Main Street 

High Point, N. C. 

Phone 88 3-1955 


MEDICAL - DENTAL CREDIT BUREAU 

A division of Carolina Business Services 
Room 10 Masonic Temple Building 

P. O. Box 924 

Wilmington, N. C. 

Phone ROger 3-5191 


MEDICAL - DENTAL CREDIT BUREAU 
212 West Gaston Street 
Greensboro, N. C. 

Phone BRoadway 3-8255 


MEDICAL - DENTAL CREDIT BUREAU 
220 East 5th Street 

Lumberton, N. C. 

Phone REdfield 9-3283 


MEDICAL - DENTAL CREDIT BUREAU, INC. 
225 Hawthorne Lane 

Hawthorne Medical Center 

Charlotte, N. C. 

Phone FRanklin 7-1527 


THE MEDICAL - DENTAL CREDIT BUREAU 
Westgate Regional Shopping Center 

Post Office Box 2868 

Asheville, North Carolina 

Phone Alpine 3-7378 
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How To Be 
Carefree 
without 
Hardly 
Trying... 


It really takes a load off your mind... 
to know that you are protected from 
loss of income due to illness or accident! 


“Dr. Carefree” has no 30-day sick 
leave . . . no Workmen’s Compensation 
. . « BUT he has a modern emergency 
INCOME PROTECTION PLAN with 
Mutual of Omaha. 


When he is totally disabled by accident or sickness covered by this plan, this 
plan will give him emergency income, free of Federal income tax, eliminating 
the nightmare caused by a long disability. 


Thousands of members of the Medical Profession are protected with Mutual 
of Omaha‘s PROFESSIONAL MEN’S PLAN, especially designed to meet the 
needs of the profession. 


If you do not already own a Mutual of Omaha INCOME PROTECTION 
PLAN, get in touch now with the nearest General Agent, listed below. 
You'll get full details, without obligation. 


Mutual 


OF OMAHA 
Largest Exclusive Health and Accident Company in the World 
G. A. RICHARDSON, General Agent J. A. MORAN, General Agent 
Winston-Salem, N. C. Wilmington, N. C. 


J. P. GILES, General Agent 
Asheville, N. C. 
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A REALISTIC AID TO PROPER WEIGHT MAINTENANCE 


Last...New Cook Book Designed 


Free to Physicians 
j Menus fulfill the recommended dietary allowances of the Food & Nutrition Board of the National Research Council. J 


Prevent 


Overweight 


Through Better Habits 


Recipes and Menus with Satiety and Appetite Appeal in Mind 


The Cook Book of Glorious Eating for Weight Watchers 
fills the long-felt need for a weight control plan 
that is workable for everybody in the family. 
Realistic regimens are built around good, nat- 
ural, readily-available foods enhanced by de- 
licious methods of preparation. In place of “fad 
diets” or tasteless formulas, it provides for truly 
appetizing meals. It teaches and encourages the 
development of the healthful eating habits that 
can prevent overweight, America’s #1 Health 
Problem. This full-color cook book contains 100 
pages—248 delicious recipes each with calorie 
counts. Complete menus are here at 3 calorie 
levels—1200, 1800, 2600. Calorie levels are re- 
lated to best weights by sex, age, size and extent 
of activity. 


Many diets fail because they are crash programs 
only temporary in effect. Other diets are unbear- 
able because they are monotonous and tasteless. 


The Wesson way is not a crash program. It offers 
calorie controlled menus with appetite appeal, vari- 
ety and satiety in mind. They fulfill the recom- 
mended dietary allowances of the Food & Nutri- 


that a food manufacturer like Wesson has taken 
so important a step to help combat this serious 
public health problem. 


Copies for physicians. ““The Cook Book of Glo- 
rious Eating for Weight Watchers” is being 
offered to the general public. If you would like 
a copy for yourself, together with forms to en- 
able patients to obtain their own copies, please 
fill in coupon below. 


Note: Please do not confuse this 
booklet with the Cholesterol De- 
pressant Diet Book, published by 
Wesson as an aid to physicians 
and for professional distribution 
only. The concept of the Choles- 
terol Depressant Diet Book stems 
from Wesson’s value in choles- 
terol depressant diets. Where a vegetable (salad) 
oil is medically recommended for a cholesterol 


depressant regimen, poly-unsaturated Wesson is 


unsurpassed by any readily available brand. 


tion Board of the National Research Council. 
The Wesson People, Dept. M, 210 Baronne St., New Orleans 12, La. 


Please send me my copy of “The Cook Book of Glorious Eating for 
Weight Watchers”, plus two dozen order blanks for distribution to 


my patients. 


All menus provide the proper amount of protein, 
carbohydrates, fat and the other essential nutri- 
ents. The principles of good nutrition are in- 
cluded to help the homemaker plan her own 
properly balanced, calorie controlled menus. 
With simple subtractions or additions to the 
same basic menu, each family member can be 
served delicious satisfying menus according to 
his individual needs. 


ADDRESS 
Not a reducing manual. It should be explained 
that “The Cook Book of Glorious Eating for 
Weight Watchers” is a guide to the prevention 
of obesity. Its publication marks the first time 


CITY, ZONE, STATE 


Poly-unsaturated Wesson, the Pure Vegetable Oil, is Never Hydrogenated 
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Winston-Salem 

Pathology—Rocrer W. Morrison, M.D., 65 Sunset Parkway, Asheville 

Anesthesia—CHaArRLEs E. WHITCHER, M.D., Route 1, Pfafftown 

Orthopedics & hmeieedy R. Carr, M.D., 1822 Brunswick Avenue, 

arlotte 

Student AMA Chapters—Mkr. awed Fracin, Duke University School of Medicine, 

urham 
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Income for the members of the 
North Carolina Medical Profession 


Pays From the First Day of Medical Attention Dur- 
ing Total Disability and Total Loss of Time Because 
of SICKNESS or ACCIDENT Originating After the 
Effective Dates of Coverages and For As Long As 
Total Disability, Total Loss of Time and Regular Medical Attention Continue 
NOT FOR ONLY 26 WEEKS — NOT FOR ONLY 52 WEEKS 
BUT EVEN FOR YOUR ENTIRE LIFETIME! 


House Confinement not required at any time. 
Accidental loss of hands, feet or eyesight pays monthly benefits— 
not just a lump sum. 


EXTRA BENEFITS—Double monthly benefits while you are hospi- 
talized payable for as long as three months. 

Cash benefits for accidental death. 

Double income benefits if disabled in specified travel accident 
named in the policy. 


OTHER IMPORTANT FEATURES — Waiver of Premium Provision. 
Limited Commercial Air Line Passenger Coverage. No Automatic 
Termination Age During Policy Period. A Special Renewal Agree- 


ment. 


EFFECTIVE DATES OF COVERAGES — EXCEPTIONS 


This policy covers accidents from Noon of the Policy date and sickness originating more 
than thirty days after the Policy Date, unless specifically excluded — except — the policy 
does not cover, and the premium includes no charge for loss which is caused by: war or any 
act of war or while in military service of any country at war; suicide or attempted suicide; 
insanity or mental derangement; travel outside the United States, Alaska or Canada (un- 
less otherwise extended by rider) and aeronautics or air travel other than limited commer- 


cial air line passenger travel. 
(MP 3208) 


UNITED 
INSURANCE 
COMPANY 
OF AMERICA 


| UNITED INSURANCE COMPANY OF AMERICA, 

I Lifetime Disability Income Dept. 

301 East Boulevard, Charlotte 3, North Carolina 
| would like more information about your 


lifetime disability income protection. 
| understand | will not be obligated. Home Office: Chicago 5, Illinois 


Name 


Mail coupon today while 
you are still healthy 


or attached letterhead. 
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EMKO BACKGROUND 


Joseph Sunnen, an inventor and indus- 
trialist widely known for his philanthropic 
work, became concerned about the seri- 
ous economic problems caused by the 
high birth rate in Puerto Rico. There was 
an obvious need in that country for a 
contraceptive more acceptable to the 
people than the standard creams and 
jellies. 


He suggested combining a proven sper- 
micidal agent with an aerosol foam as 
a basic carrier. The resulting product, 
Emko Vaginal Foam, proved simple to 
use, free of greasiness, and economical. 


For the past three years, Emko has been 
made available in Puerto Rico through 
the Famiiy Planning Association and the 
Government Department of Health. Ap- 
proximately 35,000 families are now 
using it. 

The success of Emko Vaginal Foam in 
Puerto Rico, and the support it has re- 
ceived from the many people who have 
visited there, led to the decision to make 
Emo available to doctors and their pa- 
tients in the United States. 


NOW YOU CAN 
PUT YOUR PATIENT’S MIND 
AT EASE...WITH EMKO 


Stocked by local drug stores 


THE EMKO COMPANY + 7912 MANCHESTER AVE. + ST. LOUIS 17, MO. 


& 
1 


approach birth control 


em ko 


VAGINAL FOAM* 


... Using principles never before applied to contraceptives 


@THE FIRST AEROSOL FOAM! 
The volume of the material is expanded ten times to create A BLOCK OF FOAM. 


@ THIS BLOCK SEALS THE CERVICAL OS. 


Only a FOAM can successfully serve this diaphragm-like function... without 
interfering with normal intercourse or reducing sensory contact. 


@A HIGHLY EFFECTIVE PROVEN SPERMICIDE 
EMKO Vaginal Foam contains the widely used and thoroughly proven sper- 
micide Nonyl phenoxy polyoxyethylene enthanol 8.0% and Benzethonium 
Chloride 0.2%. 
The total surface area of each bubble of foam contains this highly effective 
spermicidal combination. As the sperm attempts to penetrate the block of 
foam, its zig-zag course exposes it constantly to this very large contact area 
created by the bubbles. 
Thus, Emko Vaginal Foam assures maximum spermicidal exposure... with 
a minimum weight of material. 


eNo douching...it vanishes after use © Absolutely no greasiness or “‘after-mess” 
© No diaphragm... the foam does the blocking © No irritation for husband or wife 


MARGARET SANGER RESEARCH BUREAU/INTERIM REPORT 


In the Contraception Service of the Margaret Sanger Research 
Bureau, through October 31, 1960, Emko had been used from one 
to 22 months by 362 patients, with a total of 12 unplanned preg- 
nancies. Seven of the pregnant patients admitted irregularity in 
the use of Emko. 

Two planned pregnancies had also occurred after stopping the 


use of Emko. A.J. SOBRERO, M.0. Research Director 


*PAT. NO. 2.943.979, OTHER PATS. PEND, 


= 
A 
: 
‘ 
age 
x 
a 
Fay “A 
‘ 
‘ 
« 
] 
‘ 
3 
: 


NORTH CAROLINA MEDICAL JOURNAL April, 1961 


Major Hospital Policy 


Pays up to $10,000.00 for each member of your family, 


subject to deductible you choose 


Deductible Plans available: 
$100.00 
$300.00 
$500.00 


Business Expense Policy 


Covers your office overhead while you 
are disabled, up to $1,000.00 per month 


approved by 
The Medical Society of North Carolina 
for Its Members 


Write or Call 


for information 


Ralph J. Golden Insurance Agency 


Ralph J. Golden Associates Henry Maclin, IV 
Harry L. Smith John Carson 
108 East Northwood Street 
Across Street from Cone Hospital 
GREENSBORO, N. C. 
Phones: BRoadway 5-3400 BRoadway 5-5035 
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Vertigo is reversible 


Antivert 


VERTIGO 


moderate to complete relief of 
symptoms in 9 out of 10 patients’ 


Prescribe one ANTIvERT tablet (or 1-2 teaspoonfuls ANTIVERT syrup) 3 times daily, 
before each meal, for prompt relief of vertigo, Meniere's syndrome and allied dis- 
orders. Side effects are short-lived, usually only harmless flushing and tingling 
associated with vasodilation. ANTIVERT is contraindicated in severe hypotension 
and hemorrhage. 

Supplied: Small blue-and-white scored tablets (meclizine HCI 12.5 mg. and 
nicotinic acid 50 mg.) in bottles of 100. Syrup in pint bottles. Prescription only. 
Bibliography available on request. 

And for your aging patients— 

NEOBON?’ Capsules: five-factor geriatric supplement. 


Reference: 1. Scal, J. C.: Eye Ear Nose & Throat Month. 38:738 (Sept.) 1959. 


now available: 


Antivert syrup 


Sci for the World's Well-Being® 
a ee Each teaspoonful (5 cc.) contains 6.25 mg. 
meclizine HCl and 25 mg. nicotinic acid. 
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XLVIII 


dor you. 
and for your patients 


Posture isa pws 


YOU CAN GET FROM SLEEPING... 
THAT’S WHY IT’S WISE TO SLEEP ON A 


POSTUREPEDIC 


Uniformly firm, 
Sealy Posturepedic 
keeps the spine 
level. Healthfully 
comfortable, it per- 
mits proper relaxa- 
tion of musculatory 


DORNWAL® HAS BEEN CALLED 
“THE GENERAL TRANQUILIZER 
FOR GENERAL PRACTICE.” 


system and limbs. 
Exclusive “‘live-ac- 
tion” coils support 
curved, fleshy con- 
tours of the body, 
assuring relaxing 
rest that you know 
is basic to good 
health ... and good 


Suppose the physician visiting this patient finds 
that he has to be hospitalized. Certainly he wants 
an alert but not excited fellow who can respond 
to the history and physical on admission. De- 
pending on the condition, of course, the thing to 
do is to give the patient one or two tablets of 
Dornwal before he ever leaves his home. 

Dornwal will calm the patient but won’t make 
him drowsy or give him feelings of depersonali- 


ture. Cause Thi sturepedic 
— ete ree zation. And what’s more, while Dornwal most 


PROFESSIONAL So that. sue 0 assuredly tranquilizes, it won't interfere with most 
DISCOUNT judge the distinctive features of the other medications that your subsequent examin- 
4 OF $39Q00 Sealy Posturepedic mattress for ation or laboratory studies may indicate. 

Since every man in general practice encounters 
Lie of one tull or dist Doctor's Discount ob thle eat such situations almost daily, it makes good sense 
wousleeuntcsd tress and foundation, when pur- to keep some tablets in one’s bag, doesn’t it? 

Please check preference | chased for your personal use. We will be glad to send you a supply. 
Dosage: One or two 200 mg. tablets three times 
a day. Children, age 6 to 16, one or two 100 mg. 
estan, PROFESSIONAL tablets two times a day. Administration limited 


to three months’ duration. 
Supplied: 200 mg. yellow scored tablets, and 100 
mg. pink tablets, each in bottles of 100 and 500. 


Posturepedic Mattress each $79.50 gad state} $60.00 
Posturepedic Foundation each $79.50 = '** $60.00 
1 Full size ( ) 1 Twin size ( ) 2 Twin size ( ) 


Enclosed is my check and letterhead. P.S. For the “Genericist’’, Dornwal is amphenidone 
Please send my Sealy Posturepedic Set(s) to: No absolut indications to the use of Dornwal are known. There 
a ociie have been no reports or evid of habi ion, addicti or drug toler. 
NAME ance in animal or clinical studies. Dornwal is relatively free from untoward 
effects when admini d at ded dosages. 
ADDRESS Maltbie Laboratories Division, 
“ITY ZONE STATE Wallace & Tiernan Inc., Belleville 9,N.d. 
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APPALACHIAN HALL 


ESTABLISHED — 1916 


ASHEVILLE NORTH CAROLINA 


An Institution for the diagnosis and treatment of Psychiatric and Neurological illnesses, rest, convalescence, 

drug and alcohol habituation. 

Insulin Coma, Electroshock and Psychotherapy are —_—. The Institution is equipped with complete 
X-ray. 


laboratory facilities including electroencephalography anc 
Appalachian Hall is located in Asheville, North Carolina, a resort town, which justly claims an all around 


climate for health and comfort. There are ample facilities for classificaticn of patients, rooms single or en suite 


Wo. Ray Grirrin, Jr., M.D. Mark A. GriFFIN, SR., M.D. 
Rospert A. GRIFFIN, M.D. Mark A. GrirFin, Jr., M.D. 
For rates and further information write APPALACHIAN HALL, ASHEVILLE, N. C. 


for your complete insurance needs 


CHOSEN BY MEDICAL 
SOCIETY OF THE STATE 
OF NORTH CAROLINA 
FOR PROFESSIONAL 
LIABILITY INSURANCE 


Head Office 

412 Addison Building 
Charlotte, North Carolina 
EDison 2-1633 


SERVICE OFFICE: RALEIGH, NORTH CAROLINA 323 W. MORGAN ST. - TEmple 4-7458 
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Medical education needs your dollars 
_ to stay strong and free... 


+ To train the doctors of tomorrow, 
Give to the the nation’s medical schools must have 
your help today. It is a physician’s unique 
privilege and responsibility to replenish 


school of your choice his own ranks with men educated 


to the highest possible standards. 


Invest in the future health of the nation and 
throu h AM thd your check today ! 


American Medical Education Foundation —— = 


L 
‘ 
| 
= 
| 


April, 1961 ADVERTISEMENTS 


For Prevention and Reversal of 


ARREST 


The Birtcher Mobile Cardiac Monitoring 
and Resuscitation Center* 


Cardiac Arrest is an ever present danger during anesthesia 


Cardiac arrest can occur during an anesthesia, even to 
patients with no prior record of cardiac disease. Con- 
tinuous monitoring of every patient can prevent most 
cardiac arrests by providing advance warning. For 
cases where the accident cannot be prevented, instru- 
ments to reverse the arrest and restore circulation 
should always be instantly available. 


*Comprised of the Birtcher Cardioscope, EEG Pre-Amplifier, Dual 
Trace Electronic Switch, Electrocardiograph, Defibrillator and 
Heartpacer with all necessary attachments on a Mobile stand 
as shown. 


Carolina Surgical Supply Company 


“The House of Friendly and Dependable Service” 
706 TUCKER ST. TEL: TEMPLE 3-8631 


RALEIGH, NORTH CAROLINA 


TUCKER HOSPITAL, Inc. 


212 West Franklin Street 


Richmond, Virginia 


A private hospital for diagnosis and treatment of psychiatric and 


neurological patients. 
Hospital and out-patient services. 


(Organic diseases of the nervous system, psychoneuroses, psychosomatic 
disorders, mood disturbances, social adjustment problems, involutional 
reactions and selective psychotic and alcoholic problems.) 


Dr. JAMES ASA SHIELD Dr. GEorGE S. FULTZ 


Dr. Weir M. TUCKER Dr. AMELIA G. Woop 


LI 
i 
4 | 
wa 
he © 
j 


NORTH CAROLINA MEDICAL JOURNAL April, 1961 


SQUIBB VITAMINS FOR THERAPY 


For your patients with infections or other illnesses 
who need therapeutic vitamin support. Each 
Theragran supplies the essential vitamins 1n truly 


therapeutic amounts: 


Vitamin A ..... 95.000 U.S. P. Units 


Thiamine Mononitrate. ......... 10mg. 


Calcium Pantothenate .........-.20mg. 


Vitamin B,, 


= 
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SQUIBB Squibb Quality—the Priceless Ingredient 
“Theragran’® is a Squibb trademark 
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nutrition... present as a modifying or complicat- 


ing factor in nearly every illness or disease state99 


1, Yournans, J. 8.: Am. J. Med. 25:659 (Nov.) 1958 


cardiac diseases “who can say, for example, whether the patient chronically 
ill with myocardial failure may not have a poorer myocardium because of a moderate 
deficiency in the vitamin B-complex? Something is known of the relationship of vitamin 
C to the intercellular ground substance and repair of tissues. One may speculate upon 
the effects of a deficiency of this vitamin, short of scurvy, upon the tissues in chronic 


you 
disease. 9. Kampmeier, R.H.: Am. J. Med. 25:662 (Nov.) 1958 


arthritis “It is our practice to prescribe a multiple vitamin preparation to patients 


with rheumatoid arthritis simply to insure nutritional adequacy . . .”” 
3. Fernandez-Herlihy, L: Lahey Clinic Bull. 11:12 (July-Sept.) 1958 


digestive diseases Symptoms attributable to B-vitamin deficiency are com- 
monly observed in patients on peptic ulcer diets.* Daily administration of therapeutic 
vitamins to patients with hepatitis and cirrhosis is recommended by the National 


71 5 4. Sebrell, W.H.: Am. J. Med. 25:673 (Nov.) 1958. 5. Pollack, H., and Halpern, S. L.: Therapeutic Nutrition 
Research Council. National Academy of Sciences and National Research Council, Washington, 0.C., 1952, p. 57 


degenerative diseases “Studies by Wexberg, Jolliffe and others have indi- 
cated that many of the symptoms attributed in the past to senility or to cerebral arterio- 
sclerosis seem to respond with remarkable speed to the administration of vitamins, 
particularly niacin and ascorbic acid. These facts indicate that the vitamin reserve of 
aging persons is lowered, even to the danger point, more than is the case in the average 


American adult.’” ¢ Overholser, W.. and Fong, T.C.C. in Stieglitz, E. J.: Geriatric Medicine, 3rd edition. J. B. Lippincott, Philadelphia, 1954, p. 264 


In fe CtIOUS CISEAaSES Infections cause a lowering of ascorbic acid levels in the 


plasma; and the absorption of this vitamin is reduced in diarrheal states.” 7. Golsmitn, 6 a: 
Conference on Vitamin C. The New York Academy of Sciences, New York City, Oct. 7 and 8.1960. Reported in: Medical Science 8:772 (Dec.10) 1960. 


diabetes Diabetics, like all patients on restricted diets, require an extra source 
of vitamins.* “Rigidly limiting the bread intake of the diabetic patient automatically 
eliminates a large amount of thiamin from the diet. ...There is some evidence of 


interference with normal riboflavin utilization during catabolic episodes.’ 
8. Duncan G.G.: Diseases of Metabolism 4th edition W.B, Saunders, Philadelphia, 1959, p. 812. 9. Pollack, H.: Am. J. Med. 25:708 (Nov.) 1958. 


FOR FULL INFORMATION SEE YOUR SQUIBB PRODUCT REFERENCE OR PRODUCT BRIEF. 
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TRISTAMINE is a unique combination of three 
antihistaminic agents, designed to afford high-level 
antihistaminic activity with a minimum of unde- 
sirable side-effects. The enhanced effectiveness 
achieved by the combination affords welcome relief 
from the discomfort of hay fever, seasonal and 
non-seasonal rhinitis, allergic dermatitis, urticaria 
and other conditions for which the contained anti- 
histamines are clinically useful, while sedation and 
other side-effects commonly encountered with anti- 
histamine therapy are minimized by 
the use of lower doses of the individual 


drugs. 


Tristamine is supplied in two 
convenient dosage forms—Tris- 
tamine Sustained Release Cap- 
sules, affording relief for, periods 
up to ten hours, and Tristamine 
Elixir, a sugar free sorbitol type 
‘syrup’ that will appeal to chil- 
dren and adults who prefer liquid 
medication. 


CAUTION: 


Federal law prohibits dispensing 
capsules without prescription. 


Dosage d 
. Tristamine Liquid (10 mg./5 cc.) 


Phenyltoloxamine Adults, two teaspoonfuls four times daily; children 12 to 16, 
Citrate 25 mg. | 25 mg. | 6.25 mg. 25.0% one to two teaspoonfuls three to four times daily; children 6 
75-50 to 12, one teaspoonful; children under six, one-fourth to one 
Pyrilamine Maleate 37.5 m 9 

¥ mg. Qe} 12.50 mg. 33.3% Tristamine Capsule 60 Mg. (Sustained Release) 
. ‘ Adults, one capsule morning and night, or every 12 hours. In 
Chlorpheniramine 2-4mg.| 3 mg. 1.25 mg. 41.7% unusually resistant cases it may be desirable to give one 
Maleate every eight hours. Older children, one capsule daily, or one 


‘ : every 12 hours if needed. 
Percentage of Median Combined Tristamine Capsules 40 Mg. (Sustained Release) 
Dose of the three contained anti- 100.0% Adults and children over 12, one capsule every 8-12 hours. 


histamines in 20.0 mg. Tristamine Children over 6, one capsule every 12 hours. 
SAMPLES & LITERATURE GLADLY SENT UPON REQUEST. 


4) 
LIN 
4 
a 
wae 
oy) 


April, 1961 ADVERTISEMENTS 


for 
balanced 
diuresis... 


cardiac edema - congestive 
heart failure - premenstrual 
tension - edema of pregnancy 
toxemia of pregnancy - obesity 


often invaluable in: epilepsy 
Meéniére’s syndrome - glaucoma 


Ample diuresis for the commonly 
seen edematous patient...gentle... 
without excessive distortion of 
electrolyte or normal water patterns 
...without effect on blood pressure. 


Scored tablets of 250 mg. of use. 


DIAMOX 


Acetazolamide Lederle 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York ED 
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AN AMES CLINIQUICK’ 


CLINICAL BRIEFS FOR MODERN PRACTICE 


when the patient _ 
increased OW 


(dehydrocholic acid, AMES) a 


HOW SHAY “Constant loss of bile relaxation 
BE REASSURED of sphincter of Oddi following cholecyst- 
THAT REMOVAL - ectomy] reduces the amounts available 
OF HIS GALLBLADDER for. lipid absorption after meals, with- 
resulting clinical symptoms apparently 
WILL NOT SERIOUSLY relieved -by bile acid administration.” 
IMPAIR HIS DIGESTIVE Source: Popper, H., and Schaffner, Ez 
ABILITY? Liver: Structure and Function, New 


York, McGraw-Hill 1957, p. 309. 


He may be told that, among animals Available: DecHoLIN Tablets: (dehydrocholic 
of similar dietary habits and digestive (250 mg.). Bottles of 


rocesses, some have a gallbladder 


herbivores, the cow and sheep have ‘spasmolyats. i a 


one, the deer and horse do not; ~ DECHOLIN® WITH BELLADONNA 
among the omnivores, the mouse “(dehydrocholic acid with belladonna, AMES) 
has one but the rat does not. Available: Decnotin Belladonna Table 
DECHOLIN (dehydrocholic acid, AMES) 334 gr. 
Source: Farris, J. M., and Smith, G. K.: (250 mg.) and extract of belladonna !« | er. to me.) 


M. Clin. North America 43:1133 (July) 1959. Bottles of 100 and 500. 


AMES 


COMPANY, INC 
Elkhart « Indiana 
Toronto Canado 
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BRAWNER’S 
SANITARIUM, INC. 


(Established 1910) 
2932 S. Atlanta Road, Smyrna, Georgia 


For the Treatment of Psychiatric Illnesses 
and Problems of Addiction 


Modern Facilities 


Approved by Central Inspection Board of 
American Psychiatric Association and the 
Joint Committee on Accreditation 


Jas. N. Brawner, Jr., M.D. 
Medical Director 


Phone HEmlock 5-4486 
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because 
vitamin deficiencies 
tend multiple... 


give your postoperative 
patient the protection 


MYADEC 


high-potency vitamin formula with minerals 


4 
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It is generally agreed that after surgery, or at other times of 
physiologic stress, vitamin reserves may be depleted. MyADEC 
helps to correct such deficiencies. Just one capsule daily 
supplies therapeutic potencies of 9 vitamins, plus various 
minerals normally found in body tissues. MYADEC is also valuable 
for the prevention of vitamin deficiencies in those patients 
whose customary diets are lacking in important food factors. 
Each MYADEC capsule contains: 

Vitamins: Vitamin B,, crystalline—5 meg.; Vitamin B, (G) 
(riboflavin)—10 mg.; Vitamin B, (pyridoxine hydrochloride) — 
2 mg.; Vitamin B, mononitrate—10 mg.; Nicotinamide 
(niacinamide)— 100 mg.; Vitamin C (ascorbic acid)—150 mg.; 
Vitamin A—(7.5 mg.) 25,000 units; Vitamin D—(25 mcg.) 
1,000 units; Vitamin E (d-alpha-tocopheryl acetate concentrate) 
—5 1.U. Minerals (as inorganic salts): Iodine —0.15 mg.; 
Manganese— | mg.; Cobalt—0.1 mg.; Potassium—5 mg.; 
Molybdenum —0.2 mg.; Iron—15 mg.; Copper—1 mg.; Zinc 
—1.5 mg.; Magnesium—6 mg.; Calcium— 105 mg.; Phosphorus 
—80 mg. Bottles of 30, 100, and 250. ssze1 


PARKE-DAVIS 


PARKE, DAVIS &4 COMPANY, Detroit 32, Michigan 
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In recent taste tests by over 800 children, the flavor 
taste te sted of Vi-Sol chewable vitamins was preferred con- 
clusively over other chewable vitamin tablets...as 
much as 2 to | in some cases. 
b crt S Vi-Sol chewable vitamins now have new, improved 
y formulations... authoritatively based* but modified 
to fulfill the practical needs of today’s children. With 
these revisions, Vi-Sol chewable vitamins provide 


© 
4 safe, rational, practical levels of C, D and A for the 
growing child—preschool to adolescent. 


*Recommended Daily Dietary Allowances established by the National Re- 


T bl \ ( search Council, and endorsed by the Council on Foods and Nutrition of 
C hew d eC l d IT] l I] S the American Medical Association, “Vitamin Preparations As Dietary Sup- 


TRI-VI-SOL® : POLY-V/-SOL® - DECA-VI-SOL® plements and As Therapeutic Agents,”’ J.A.M.A. 169:41-45 (Jan. 3) 1959. 


Mead Johnson 
Laboratories 


Symbol of service in medicine res 
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